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I. INTRODUCTION

1. In this Order, we select participants for the universal service Rural Health Care (RHC) Pilot
PrograIIJ. established by the Commission in the 2006 Pilot Program Order pursuant to section I

254(h)(2)(A) ofthe Communications Act of 1934, as amended by the Telecommunications Act of 1996
(1996 Act). 1 The initiation ofthe Pilot Program resulted in an overwhelmingly positive response from
those entities the Commission intended to reach when it established the program last year - health care
providers, particularly those operating in rural areas. Exceeding even our own high expectations, we
received 81 applications representing approximately 6,800 health care facilities from 43 states and three
United States territories. As detailed below, 69 ofthese applicants have demonstrated the overall
qualifications consistent with the goals ofthe Pilot Program to stimulate deployment ofthe broadband
infrastructure necessary to support innovative telehealth and, in particular, telemedicine services to those
areas ofthe country where the need for those benefits is most acute.2

I,

2. Accordingly, selected participants will be eligible for universal service funding to: support up
to 85 percent ofthe costs associated with the 'construction of state or regional broadband health care
networks and with the advanced telecommunications and information services 'provided over those
networks. 3 In addition, because ofthe large number ofselected participants, we modify the Pilot Program
so that selected participants may be eligible for funding for the appropriate share oftheir eligible two-year
Pilot Program costs over a three-year period beginning in Funding Year 2007 and ending in Fimding Year
2009. By spreading the two-year costs over a three-year commitment period, we are able to :iIJ.crease the
available support for selected participants from the amount established in the 2006 Pilot Program Order
to approximately $139 million in each funding year ofthe three-year Pilot Program. This will ensure that
all qualifying applicants are able to participate in the Pilot ProgIam and yet do so in an economically
reasonable and fiscally responsible manner, well below the $400 million-dollar annual cap, and enable
selected participants to have ,sufficient available support to achieve the goals and objectives demonstrated
in their applications.4 For the reasons discussed below, we also deny i2 applicants from parti~ipating in
the Pilot Program because these applicants have not demonstrated they satisfy the overall criteria,
principles, and objectives of the 2006.Pilot Program Order. .

,
3. In light ofthe many applications we received seeking funding and the wide range ofnetwork

and related components for which support is sought, we further clarify the facilities and services that are
, eligible and ineligible for support to ensure that the Pilot Program operates to facilitate the goals set forth

147 U.S.C. § 254(h)(2)(A); 47 U.S.C. §§ 151 et seq.; Telecommunications Act of 1996, Pub. L. No. 104-104, 110
,Stat. 56 (1996); Rural Health Care Support Mechanism, WC Docket No. 02-60, Order, 21 FCC Rcd 11111, para. 1
(2006) (2006 Pilot Program Order). .,

2 See 2006 Pilot Program Order, 21 FCC Rcd at 11111, para. 1. See Appendix B for a list ofthe Pilot Program
selectees.

3 See 2006 Pilot Program Order, 21 FCC Red at 11111, para. 1.

" In the 2006 Pilot-Program Order, the Commission established a cap for the Pilot Program in an amount not to
: exceed the difference between $1}00 million and the amount committed under the existing RHC support mechanism
for t4e Funding Year. See id. '
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in the 2006 Pilot Program Order. For example, we clarify that eligible costs include the non-recurring
costs for design, engineering, materials, and~Mrl's1metidii Mtfiber facilities and other broadband
infrastructure; the non-recurring costs ofengineering, furnishing, and installing network e,\uipment; and
the recurring and non-recurring costs of operating and maintaining the construoted network. We also
clarify that ineligible costs include those costs not directly associated with network design, deployment,
operations, and maintenance.

4. We provide specific guidance to the selected participants regarding how to submit existing
FCC Forms to the universal service Fund Administrator, the Universal Service Administrative Company
(USAC). For example, selected participants, in order to receive universal service support, must submit
with the required FCC Forms detailed network costs worksheets concerning their proposed network costs,
certifications demonstrating universal service support will be used for its intended purposes, and letters of
agency from each participating health care provider. In order to receive reimbursement, selected
applicants must also submit, consistent with existing processes and requirements, detailed invoices
showing actual incurred costs ofproject build-out and, ifapplicable, network design studies. We also
require that selected participants' network build-outs be completed within.five years ofreceiving an initial
funding commitment letter (FCL). As discussed below, selected participants that fail to comply with the
terms ofthis Order and with the USAC administrative processes will be prohibited from receiving support
under the Pilot Program. We also set forth data reporting requirements for selected participants where

.participants must submit to USAC and to the Commission quarterly reports containing data on network
build-out and use ofPilot Program funds. This information will inform. the Commission ofthe cost­
effectiveness and efficacy ofthe different state and regional networks funded by the Pilot Program and of
whether support is being used in a manner consistent with section 254 ofthe 1996 Act, and the
Commission's rules and orders.

5. We also address various requests for waivers of Commission rules filed by applicants
concerning participation in the Pilot Program. Among other things, we deny waiver requests ofthe
Commission's rule requiring that Pilot Program selected participants competitively bid their proposed
network projects. In doing so, we reaffirm. that the competitive bidding process is an important safeguard
for ensuring universal -service funds are used wisely and efficiently by requiring the most cost-effective
service providers be selected by Pilot Program participants.

6. In a~dition,we establish an audit and oversight mechanism for the Pilot Program to guard .
against waste, fraud, and abuse, and to ensure that funds disbursed through the Pilot Program are used for
appropriate purposes. In particular, the Cominission will conduct audits ofall selected participants and, if
necessary, investigations of any selected participants to determine compliance with the Pilot Program,
Commission rules and orders, and section 254 ofthe 1996 Act. As discussed in greater detail below,
because audits or investigations may proviae information sHowing that a beneficiary or service provider
failed to comply with tllestafute 'or ColIlIIifs§i(m rules and orders, such procee'dings can reveal instances
in which Pilot Rrogram disbutsePlent-awards were improperly ~stributed or used in a manner'
inconsistent with the Bilot PF,agram. To the extent we find funds were not used properly, USAC or the
Commission may recover such funds and the Commission may assess forfeitures or pursue other
recourse.

7. Finally, selected,participants shall coordinate the use oftheir health care networks with the
Depart1Jlent ofHealth and Human Services (iIHS) and, in particular, with its Centers for Disease Control
and Prevention (CDC) in instances ofnational, regional, or local public health emergencies (e.g.,
pandemics, bioterrorism). In such instances, where feasible, selected participants shall provide access to
their supported networks to HHS, including CDC, and other public health officials. Similarly, selected
participants shall.use Pilot Programfunding in ways that are consistent with HHS' health infonnation
technology (IT) initiatives th!lt "provide leadership for the development and nationwide implementation
ofail mt~rliperable h.eal~ infermatrQD:technoitjgy. infrastructure to improve the quality and efficiency of

3
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health care."s Accordingly, where feasible, selected participants, as part of their Pilot Program network
build-out projects shall: (1) use health IT i'ystems and ~Ioducts that meet inteIoIlerability sta~dards
recognized by the HHS Secretary; (2) use health IT products certified by the Certi.fication Cdmmission
for Healthcare Infonnation Technology; (3) support the Nationwide Health Infonnation NetWork (NHIN)
architecture by coordinating their activities with the organizations performing NHIN trial
implementations; (4) use resources available at HHS's Agency for Healthcare Research and Quality
(AHRQ) National Resource Center for Health Information Technology; (5) educate themselves
concerning the Pandemic and All Hazards Preparedness Act and coordinate with the HHS Assistant
Secretary for Public Response as a resource for telehealth inventory and for the implementation ofother
preparedness and response initiatives; and (6) use resources available through CDC's Public Health
Information Network (PHIN) to facilitate interoperability with public health organizations and networks.

n. BACKGROUND

A. Rural Health Care Support Mechanism

8. :rn the 1996 Act, Congress specifically intended that rural health care providers be provided
with "an affordable rate for the services necessary for the provision oftelemedicine and instruction
relating to such services.,,6 In 1997, the Commission implemented this statutory directive by adopting the
current RHC support mechanism, funded by monies collected through the universal service fund. 7

Consistent with Congress's directive in 47 U.S.C. § 254(h)(I)(A), the Commission established the rural
health care program to ensure that rural health care providers pay no more than their urban counterparts
for their telecommunications needs in the provision ofhealth care services. 8 To accomplish this, the
Commission concluded that telecommunications carriers must charge eligible rural health care providers a
rate for each supported service that is no higher than the highest tariffed or publicly available commercial
rate for a similar service in the closest city in the state with a population of50,000 or more people, taking
distance charges int~ account.!I The Commission also adopted mechanisms to provide suppo~ for limited
toll-free access to an Internet service provider. 10 Finally, the Commission adopted an annual cap of $400
niillion for universal service support for rural health care providers. II The Commission based its
conclusions on analyses ofthe condition ofthe rural health care community and on the state df
technology in existence at that time. 12

9. Since 1997, the Commission has made several changes to the RHC support mechanism to
,incFease it~1utiJi~ and to i"efl.ecttechnological changes. For example, in 1999, after detennining ,that only
asmall number ofrural health care providers qualified for discounts in the original funding cycle (which

.s.Se~·~eentives for the Use of~ealth Int-oonation Technology and 'Establishing the Position ofthe National Health
Jnfo~tion Technology Coor4P1ator, E'S:ee. Order No. 13335, 69 FR 24059 (April 27, 2004).

6 See Joint Explanatory Statement ofthe Committee ofConference, 1041h Cong., 2d Sess. at 133 (1996); see also 47
U.S.C: §-25i4(b)(3), (h).

7 Federtil-St'ate Joint Bqar.aon Universal Service, CC Docket No. 96-45, Report and Order, 12 FCC Red 8776
(1997) (Universal Service First Report and Order) (subsequent history omitted).

.8 See, e.g., 47 U.S.C. § 254(h)(I)(A); Universal Service First Report and Order, 12 FCC Red at 9093-9161, paras.
·608-749; 47 C.F.R. Pat!: 54, Subpart G.

9 Universal Service First Report and Order, 12 FCC Red at 9093, para. 608.

101d.

11 47 C.F.R. § 54.623; Universal Service First Report and Order, 12 FCC Rcd at 9141, para. 705.

12'S~.e V;n,~"1fI.sa? ~ervice.first'l1fport ~nd.or~er, 12 FCC Red ~~ 90?4, n-1~556 (relying ?n material sup~lied by the
" AdVlsory-C6mnuttee on.Telecopimumeatiens and Health Care and the Fei:leral-State Jomt Board on Umversal

Sendee). .
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covered the period from January 1,1998, tbr09ghJune 3~, 1999), the Commission reevaluated the
structure of the RIlC support mechanism. 13 'JJi.8fiirhtheii1ungs, the Commission simplified the.
urban/rural rate calculation and encouraged participationby consortia.14 The Commission also ~rovided
additional guidance regarding the types of entities that are not eligible to receive support, detennining that
the definition of"health care provider" does not include nursing homes, hospices, other long-term care .
facilities, or emergency medical service facilities. IS The Commission declined to clarify further the
definition of"health care provider" or to provide additional support for long distance telecommunications
service. 16 .

10. In 2002, the Commission issued a Notice ofProposed Rulemaking to review the RIlC
support mechanism. 17 In particular, the Commission sought comment on whether it should: clarify how
the Commission treats eligible·entities that also perform functions that are outside the statutory definition
df"health care provider"; provide support for Internet access; or change the calculation ofdiscounted
services, including the calculation ofurban and rural rates. IS In addition, the Commission sought
comment on whether and how to streamlin.e the application process; allocate funds ifdemand exceeds the
annual cap; modify the current competitive bidding rules; and encourage partnerships with clinics at
schools and libraries. 19 The Commission sought further comment on other issues concerning the structure
and operation ofthe RHC support mechanism, including measures to prevent waste, fraud, and abuse.20

11. In 2003, the Commission released the 2003 Report and Order and FNPRM that modified its
rules to improve the effectiveness ofthe RIlC support mechanism. 21 Among other changes, the 2003
Report and Order and FNPRM: (1) clarified that dedicated emergency departments ofrural for-profit
hospitals that participate in Medicare are "public" health care providers and are eligible to receive
prorated rural health care support; (2) clarified that non-profit entities that function as rural health care
providers on a part-time basis are eligible for prorated rural health care support; (3) revised the rules to
provide a 25 percent discount off the cost ofmonthly Internet access for eligible rural health care
providers; (4) revised the rules to allow rural health care providers to compare the urban and rural rates
for functionally similar services as viewed from the perspective of the end user; (5) revised the rules to
allow rural health care providers to compare rural rates to urban rates in any city with a population of at
least 50,000 in the same state; and (6) revised the rules to allow rural health care providers to receive
discounts for satellite services even where altemative terrestrial-based services may be available, but

13 Changes to the Board ofDirectors ofthe National ExcHange Carrier Association, Inc., Federal-State Joint Board
on Universal Service, CC Docket Nos. 97-21 and 96-4,5, Si~th Order on Reconsideration in ce Docket No. 97-21
and Fifteenth Order on Reconsideration in ce Docket No. 96-45, 14 FCe Rcd 18756, 18760-61, para. 7 (1999)
(Fifteenth Order on Reconsideration) (noting that there were 2,500 initial applications, and only a small fraction
received funding in the first· funding cycle).

14 Fifteenth' Order'on Reconsideration, 14 Fee Rcd at 18762, para. 9.

IS ld. at 18786, para. 48. The Commission found that, given the specific categories ofhealth care providers listed in
section 254(h)(5)(B~" if eongre~~na'4 intemled10 include nursing home~, hosPices, ar other long-tenn care facilities,
and emergency meClital'service facilities, itwould have done so explicitly. ld.

161d. at 18773,18786, p!U'as. 26,48-49.

17 Rural Health Care Support 4(echaniSm, we Docket No. 02-60, Notice ofProposed Rulemaking, 17 Fee Rcd
7806 (2002) (2002 NPRM). .

18 ld. at 78I2~78,25, paras. 13-50.

191d. at 7825-7828, paras. 51-61.

20 ld. at 7826, para. ·62. ; '. , . .

21· See RuralHealth Care· Support Mechanism/We DocketN~. 02-60. Report and Order, Order on Reconsidera,tion,
and Further Notice 'ofPi'op6sed'R:ulemakirig, I8;'Ft:e Red 24546'(2003) (2003-Reporl and Order andFrNPRMj.. . : . ~ ' . . ~

5
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capped such support at the amount providers would have received if they purchased function~lly.similar
terrestrial-based altematives?2 These chali~es wete hn~lemented beginning in"FundingYea! 200~.13

I

12. In an accompanying Further Notice ofProposed Rulemaking, the Commission also sought
comment on the definition of ','rural area" for the rural health care program.24 In 1997, the Commission

. adopted the definition of"rural" used by the Office ofRural Health Policy (ORHP) at that tinie.2S ORHP,
however, subsequently discontinued using that definition, and adopted a new definition.26 The '
Commission also sought comment on whether it should also use the new definition ORHP had adopted or
use a different definition. 27 The Commission also sought comment on whether additional modifications
to the Commission's rules were appropriate to facilitate the provision of support to mobile rural health
clinics for satellite services and whether other measures were necessary to further streamline the
administrative burdens associated with applying for support.28 ~

I
• I

13. In 2004, the CoInmission released a Second Report and Order and Further Notice of
Proposed Rulemaking, which established a new definition of"rural" for purposes ofthe RHC; support
mechanism, effective as ofFunding Year 2005.29 Under the new definition, a rural area is one that is not
located within or near a large population base. Specifically, a "rural area" is an area that: (1) is entirely
outside ofa Core Based Statistical Area (CBSA);30 (2) is within a CBSA that does not have any urban
area with a population of2S,OOO or greater; 31 or (3) is in a CBSA that contains an urban area 'with a
population oi2S,OOO or greater, but is within a specific census trace2 that itself does not contain any part

22 See generally id, ,

23 Funding Year 2003 for the rural health care program ended June 30, 2004, and Funding Year 2004 b~gan July 1,
2004. Because the Commission chose not to introduce changes to the program in the middle of a funding year, the
modifications to the program adopted in the 2003 Report and Order andFNPRMwere implemented beginning with
Funding Year 2004. ld. at 24577, para. 60.

24 ld. at 24578, para. 63.

2S Universal Service First Report and Order, 12 FCC Rcd at 9115-9116, para 649.

26 ORHP has adopted the Rural Urban Commuting Area (RUCA) system for rural designation, using 2000 Census
data. See HRSA, Rural Health Policy: Geographic Eligibility for Rural Health Grant Programs at .
http://ruralh<<;,~lth.hrsa.gov/fundjp.g/eligibilitytestv2.asp(last visited Nov. 15,2007).

27.2003,;Rep'Ort.'flnd Order andFNPRM, J8 FCC Red at 24578, para 64.

28 fd. ~~ 24S79-81, ~ar8s. 65-66, 69.

29 Rural Health Care Suppor.t Mechanism, WC Docket N~. 02-60, Second Report and Order, Order on :
Reconsider~tion, and Further Notice ofProposed Rulernaki.ng, 19 FCC Rcd 24613 (2004) (Second Report and Order
and'FNP~. i

.30 ACBSA"j's a statistical geogr~phic entity consisting ofthe county or counties associated with at least'one core of
at leaSt 10,000 people plus adja(;erit counties having a high degree ofsocial and economic integration with the core
as measured through commuting ties with the counties containing the core. A core is a densely settled concentration
.ofpopul~tiop., comprising either an urbanized area (of50,000 or more population) or an urban cluster (of 10,000 to
49,9,P9 pqp,tiJa90n) d¢1jned by the Censu~ Bur,e~l;1. See Standards for Defining Metropolitan and Micropolitan
StatiStical A'reas, Office ofManagement and Budget, 65 FR 82228, no. 249 (Dec. 27, 2000).

.'lIThe urbanized population is the population contained in the urban area (urbanized area or urban cluster) at the core
ofthe CBSA, as well as all ether urban areas in the CBSA. Urbanized areas and urban clusters are areas of"densely
settled territory," as defined by the Census Bur.eau~ See U.S. Census Bureau, 2000 Census ofPopulation and
Housillg, )Summary File 3: Technical Documentation, 2002, Appendix A. A list ofurban areas for the 2000 Census
can be found at http://www.census.gov/geo/www/ua/ctrlplace.html (last visited Nov. 15,2007).

32~epSUSr'~~tl! af!'l small, .rel~tiy,~lYP~ent.sWJstical subdivisions ofa county or statistically equivalent entity.
Tra¢1:s in the United States~ Puerto Rico:an~ the U.S. Virgin Islands generally contain between 1,500 and 8,000
(continued....)
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of a place or urban area with a population o~ greater than 25,000.33 The Commission also revised its rules
to expand funding for mobile rural health cal'e'§etvice§ 'by' §bbsidizing the difference between the rate for
satellite service and the rate for an urban wireline service with a similar bandwidth.34 Further, the
Commission established June 30 as a fixed deadline for applications for support under the RHC support
mechanism, and permitted rural health care providers in states that are entirely rural to receive support for
advanced telecommunications and informati~n services under section 254(h)(2)(A).35 Finally, the
Commission sought comment on whether it should increase the percentage discount that rural health care
providers receive for Internet access and whether infrastructure development should be funded, as well as
further modifications to the existing RHC support mechanism.36 .

B. Rural Health Care Pilot Program

14. Despite ~e modifications the Commission has made to the RHC supp~rt mechanism, the
program ha,~ yet to fully achieve the~benefits intended by the statute and the Commission. Notably,
although $400 million dollars per year has,.be~n a1.!-thorized for funding this program, since the program's
ince,ption in 1998, the program. generally has disbursed less than 10 percent of the authorized funds each
year.3? Although there are a,~umberof.technical factors that may explain the underutilization ofthis
impprtant program, it has become apparent that, despite prior Commission efforts, health care providers
continue to lack access·to the broadband faGilities needed to support the types ofadvanced telehealth
applications, like telemedicm~, .that 'are so v~tal to bJ;inging medical expertise and the advantages of
modem health care teclinology to rural areas ofthe country. Without access to dedicated broadband
capacity, many of these real.:time telehealth applications are simply not being deployed or deployed too
slowly or with m4rimal capabilttiesin rural areas.

15. In response to this problem, in September 2006, the Commission released the 2006 Pilot
Program Order. 38 This order was expressly designed to explore, from the ground up, how to best
enc!>urage the deployment of·broadband facilities necessary to support the enormous benefits oftelehealth
and teleQ:J.emcine ~pplitations. 39 This order established a two-year Pilot Program to examine how RHC
support m~.chapism' ~~\c~.be used to enhance public and non-profit health care providers' access to
advanced teleco~unicatio:qs. and .inf0fi!latipp service~. 4? The CQ.J~lmission established the Pijot
Program under the authority ofsection 254(h)(2)(A) ofthe 1996 Act, which called for the Commission to
establish competitively neutral rules to enhance access to advanced telecommunications and information

(Continued from previous page~' ------'-"-------
people, with-im optimtimsi~e'oM;'OeO.';See U.S. Censps Bureau, 2000 Census ofPopulation and Housmg,
Summary Fi'le 3: TechnlcaI ;DooUrnentatl.Qn;2002;· :flpP.erf~j.x A. .

33Places include census-designated places, consblidated cities and incorporated places. See U.S. Census Bureau,
2000 Census.ofPopulation and Ho~sing, SUmiililry File 3: Technical Documentation, 2002, Appendix A.

- .
34 Second Report,and Order ancI,FNPRM, 19 FCC Rcd at 24626~28, paras, 79-32.
35 47 U.S.Co' § 254(li)(1.~(A~; 47iC.F.R. §§ 54.621,54.623; Secon,d Report and Order andFNPRM, 19 FCC Rcd at
24628-29 and 24631-34, paras. 33-34 lind paras. 38-44.

36 Second Report and Order andFNPRM, 19 FCC Rcd at 24635, paras. 47-53. The issues raised in theFNPRM
remain pending. .

37 See USAC, Annual R;eeert 2006 i~~ 5~ ay(lila,~l(Ylt httPt//wwwiusac.orgl_res/documents/aboutlpclflusac-allllUal­
report~?006.pdf (last vi.llit~4_.NOy.. 15; 2P07) (USAC 2006,AnnualReport); USAC, Annual Report 2002 at 2,
ava#a~le a~pttp:(.(w:wv.;_N~~c.o~~Cres/documents/about/pdftusa<:-annual-report-2002.pdf (last visited Nov. 15, 2007)
(USAC 2002 Annual Repor.t). TT.

38 2006Pilot Program Order, 2~ FCe Rcd at 11111; para. 1.
> J ~ • ') , ,.

39 ld.

40 ld.
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services for health care providers.41 The long-term goal ofthe Pilot Program is to provide the:
Commission with a more complete and practical understanding ofhow to ensure the best use of the
available RHe support mechanism funds to support a broadband, nationwide health cate netWork
(expressly including rural areas) so that the Commission can reform the overall RHC support'
mechanism.42 :

16. In the 2006 Pilot Program Order, the Commission sought to facilitate broadband deployment
to health care providers in order to bring the benefits ofinnovative telehealth and, in particular,
telemedicine services to those areas ofthe country where the need for those benefits is most acute.43 To
accomplish this task, the Commission stated the Pilot Program would fund a significant portiqn ofthe
costs of deploying dedicated broadband capacity that connects multiple public and non-profit health care
providers, within a state or region, as well as providing the "advanced telecommunications and
information services" that ride over that network.44 The Commission specified that the Pilot Program
would fund up to 85 percent of the costs incurred by the selected participants to deploy a state or regional
dedicated broadband health care network and, at the applicant's discretion, to connect that network to
Intemet2, National LambdaRail (NLR), or the public Intemet.4S Consistent with the mandate provid~d in
section 254(h)(2)(A) and the general principles ofuniversal service, participation was opened to all
eligible public and non-profit health care providers, but applicants were required to include in their
proposed networks public and non-profit'health care providers that serve rural areas.46 The Commission
also established (via the competitive bidding process) that the Pilot Program be technology neutral,

41 See 47 U.S.C. § 254(h)(2)(A). Section 254(h)(2)(A) provides the,Commission broad discretionary authority to
fulfill this statutory mandate. See Federal State Joint Board on Universal Service Schools Libraries Universal
Service Support Mechanism RuralHealth Care Support Mechanism Lifeline andLink-Up, Order, 20 FCC Rcd
16883, 16899 (2005). In Texas Office 'ofPublic Utility Counsel v. FCC, the United States Court ofAppeals for the
Fifth Circuit upheld the Commission's<authority under section 254(h)(2)(A) to provide universal service support for
"advanced,services" te non-ruralhealth care providers. 18 F.3d 393, 446 (5th Cir. 1999), aff'g in part, refg in part,
ancl remanding in part, FederalState Joint Board on Universal Service, CC Docket No. 96-45, First Report and
Order, 12 FCC Rc::d 8776 (1997). In reaching this conclusion, the court determined that Congress intenlied to allow
the Commission broad authority to.implement section 254(h)(2)(A) ofthe 1996 Act. ld. at 446. Pursuant to this
authority th~ Com,mi~sion,adopted. the 2006Pilot Program Order to ''previde funding to support the construction of
state or regienal bro~dband networks and services provid~d ov~ those networks." 200~Pilot Program Order, 21
FCC Red at H 111, para. 1.

42 2006PilotProgrQm Ord~r, 2'1 FCC Red at 11113,para. 9. Upon completion ofthe Pilot Program, the
Conpnission, intendS 'to issue a report detailing the results ofthe Pilot Program' and the status ofthe RHC support
mechanism generally, and 'to recornmen"d any changes necessary to improve existing RHC support mechanism. In
addition, the:Commission inten~ to incorporate t1}e information it gathers as part of the Pilot Program into the
record ofany subsequent proceeding. ld. at 9.

43 ld. atl U11, 11113. paras. 1,9.

44 ld. at 11114, para. 10.

4S See id. at 11115, para. 14; Rural Health Care 8uppOrl Mechanism, we Docket No. 02-60, Order on '
Reconsidera~on, 22'FCC!Rcd ~555 (2rI07HPilot Program'Reconsideration Order) (reconsidering the 1006Pilot
Program Orderto perrlUt:l'lfudiilg to connecj: a"'state or regional health care network to NLR or to the public Internet,
in addition to Intemet2). ;rntemet2 and NLR are not-for-profit, nationwide network backbones, dedicated to
educational, clinical, and research goals. See, e.g., Intet1)et 2, About Us, at http://wWw.intemet2.edu/about! Qast
visited Nov. 15, 2007) aild'NLR, About National Lambd~l, at http://www.nlr.net!about! Qast visited Nov. 15,
2007). '
46 2006Pilot Program Or-aer, 21 FCC Rqd at 11114, para. 10.
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permitting eligible health care providers to choose an,y. tec1u;J.ology and provider ofbroadband
connectivity needed to provide telehealth, mcliicifng t~1bmM.icine, services.47

17. Applicants selected under the Pilot Program must use the funds for the pUIposes specified in

their allillications l subject to any Iectuued modifications in this OrdeI.48 Authorized ~urposes for funds
.awarded under the Pilot Program include the costs of deploying transmission facilities and advanced
telecommunications and infonnation services, including associated non-recurring and recurring costs, as
well as conducting initial network design studies.49 Funding for the Pilot Program was initially set at an
amount not to exceed the difference between $100 million and the amount committed under the
Commission's existing RHC.support mechanism for the relevant funding year. 50

18. Except as otherwise expressly specified, the Pilot Program utilizes the same program
definitions as, and is intended to function within the confines of, the existing RHC support mechanism.
The RHC support mechanisin utilizes the statutory definition of"health care provider" established in
section 254(h)(7)(b) of the 1996 Act. 51 Specifically, section 254(h)(7)(b) defines "health care provider"
as:

(i)

(ii)
(iii)
(iv)
(v)
(vi)
(vii)

post-secondary educational institutions offering health care instruction, teaching hospitals,
and medical schools;
community health centers or health centers providing health care to migrants;
local health departments or agencies;
community mental health centers;
non-for-profit hospitals;
rural health clinics; and
consortia ofhealth care providers consisting ofone or more entities described in clauses (i)
through (vi). 52

Accordingly, under both the. existing RHC support mechanism and the Pilot Program, only eligible health
care providers and consortia that include eligible health care providers may apply for and receive
discounts for eligible services.53

'19. In the 2006 Pilot Program Order, the Commission further specified the minimum types of
infonnation applicants should include in their applications to be selected to be eligible to receive funding.
Applicants were instructed to present a strategy for aggregating the specific needs ofhealth care providers
within a state or region, including providers that serve rural areas, and for levemging existing teohnology

47 ld. at 11114, para. 11. As discusse4.,!t1?ov~,.s~esl#plla,P!l1'a. 15 and note 41, the Commission established the Pilot
Program under the authority of'~ectiOli~~4(Q)(k)(A) ofthe 1996 Act. The Co~ssion has previously detennined
that sectiqn,254(e) ofthe 1996 A,ct, wniqh provides that "only an eligible telecommunications car.ri~ designated
under section 214(e) shalI.be ell$ible to receive specific.Federal uni:versal service support," is inapplicable to section
254(h)(2). See Universal Servic-eF'irst Report and Order, 12 FCC Rcd at 9086-87, paras. 592-94. Accordingly,
bidders on selected participants' proposals need not be eligible telecommunications carners to receive Pilot Program
funds if selected. See infra para. 119 addressing service provider eligibility. .

48 2006Pilot Program Order, 21 FCC Red at 11115, para. 14.

4!1 ld. at 11115-16, paras. 14-15.

5D ld. at 11115, para. 12 ($100 million represents 25 percent ofthe total $400 million annual RHC funding cap).

51 ld. at 11111, n.4.
52 47 U.S.C. § 254(h)(7)(b). Th~ Gommission has. determi,ned dedicated emergency departments ofrur~ for-profit
hospitals that participate in Medicare COIJstitute rural health care clinics. 2003 Report and Order andFNPRM, 18... , .... \ '. ..
FCC :Rcd at 24553.:55, paras. 13., 16.'

53 See 47 C.F.R. § 54.601(a)(1), (c)(1).
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54 2006Pilot Program Order, 21 FCC Red at 11116, para. 16.

55 ld.

56 ld. at 11116-17, para. 17. In addition, successful applicants were ipstructed to demonstrate that they have a viable'
strategic plan for aggregating ~~age among health care-providers within their state or region. ld. at 11116, para. 16.
In selecting~articipants for tile Pilot Program, the Commission also indicated that it would consider whether an
'applicaht has a successful track record in ~eveloping, coordinating, and implementing a successful :
telehealthltelemedicine·pragiam·within their state-or region, and the number ofhealth care providers that are
included in the proposed network, with considerable weight to applications that propose to connect the rural health
care providers in a given state or region. ld. -

57 Pilot Program Reconsideration Order, 22 FCC Red at 2556, para. 5.

58 The Commission waived, on its own motion, the rural health care program's competitive bidding and cost­
effectiveness rules for Pilot Program applicants where an applicant proposes to pre-select Intemet2 or NLR as its
nationwide backbone provider. ld. at 2558, para. 8. The Commission did not otherwise waive its competitive
bidding or cost-effectiveness rules.

59 ld. at 2555, para. 1. In addition, the Commission extended the deadline for applications to the Pilot Program from
30 days after Office ofManagement and Budget (OMB) approval ofthe information collection requirements
contained in-the 2006PilotProgram Orderto 60 days after OMB approval. ld. at 2558, para. 9.

,.~. :

60 Wireline Gomp~titionBureau-Announces OMB 4pproval ofthe Rural Health Care Pilot Program Information
Collection Requirements a'1d the Deadlinefor Filing Applications, WC Docket No. 02-60, Public Notice, 22 FCC
Red 4770 (Wireline Compo Bur. 2007) (OMB Public Notice).
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ID. DISCUSSION

22. The 2006 Pilot Program Order generated overwhelming interest from the health care
community. We received 81 applications .representing approximately 6,800 health care proviqers. Of
these, 69 applications covering 4~ states and three United States territories demonstrate the ov~rall
qualifications consistent with the goals, objectives, and other criteria outlined in the 2006 Pilot Program
Order necessary to advance telehealth and telemedicine in their areas. Specifically, they describe
strategies for aggregating the specific needs ofhealth care providers within a state or region, including
providers serving rural areas; provide strategies for leveraging existing technology to adopt the most
efficient and cost-effective means ofconnecting those providers; describe previous experience in
developing and managing telemedicine programs; and detail project management plans.62 Rather than
limit participation to a select few among the 69 qualified applicants, we find that it would be in the best
interests ofthe Pilot Program, and appropriate as a matter ofuniversal service policy, to accommodate as
many of these qualified applicants as possible.

23. Moreover, having more participants will enable us to collect more data and thus enhance our
ability to critically evaluate the Pilot Program. To accommodate the 69 qualified applicants in an
economically reasonable and fiscally responsible manner, including remaining well within the existing
$400 million annual RHC support mechanism cap, we modify the Pilot Program to spread funding
equally over a three-year period.63 Specifically, total available support for Year One ofthe Pilot Program
(Funding Year 2007 of the existing RHC support mechanism), Year Two (Funding Year 2008 of the
existing RHC support mechanism), and Year Three (FUnding Year 2009 of the existing RHC support
mechanism) ofthe Pilot Program will be approximately $139 million per funding year. With this
modification, we are thus able to select all of'the 69 qualified applicants as eligible to participate in the
Pilot Program. Finally, selected participants shall work with HHS and, in particular, CDC, to make the
health care' networks funded by the -Pilot Program available for use in instances ofnationwide"regional, or
local public health emergencies (e.g., pandemics, bioterrorism). Selected participants shall also use
funding in a manner consistent with HHS's health IT initiatives.64

A. Overvie~ ofApplicants

24. Consistent with the Commission's goal in the 2006Pilot Program Order to learn from the
health care community through the design of a bottom-up application process, selected participants
proffered a wide array ofproposals to construct new health care networks or to upgrade existing networks
and network components in l!n efficient manner. The selected proposals range from small'-scale, local
networks to large-scale,: statewide or multi-state networks. Examples of applicants proposing small-scale
networks include Mountain ~tates Health.Alliance which seeks $54,400 to connect two rural Virginia
hospitals to an existing netw0rk consIsting of II Tennessee hospitals.65 Rural Healthcare Consortium of
Alabama seeks $232,756 to connect four critical access hQ.spitals in rural Alabama to enable
teleradiology, lab info~atiou sy,stems, video coIlfereqcing, and secure networking with academic
medical centers and universities:66

, '

(Continued from previous page) ----------­
61 ld. at 4771.

62 2006Pilot Program Order, 21 FCC Red at 11116, paras. 16-17.
, , - I

63 See 47 C.F.R § 54.623.

64 See supra-para. 7, infra Part m.E.6; see also Appendix D.

65 Mountain States Health Alliance-Application at 1. '.

~6 Rural Healthcare ConsorliWl1l~f Alab.~ Application at 1-3.
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25. Other applicants propose networks much larger in scope. For instance, Tennessee Telehealth
Network (TTN) seeks approximately $7.8 million to expand upon the existing Tennessee Information
Infrastructure, a pre-existing broadband network serving state, local, and educational agencies in
Tennessee.

67
Upon completion ofthe project, TfN's network will reach more than 440 additional health

care providers throughout the state enabling it to bring the benefits of innovative telehealth, such as
access to specialists in urban areas, to rural sites.68 In addition, certain applicants plan to connect multi­
state networks, such as New England Telehealth Consortium (NETC) which seeks approximately $25
million to connect 555 sites in Vermont, New Hampshire, and Maine to the Northern Crossroads network,
enabling connectivity to hospitals and universities throughout New England, including Rhode Island,
Massachusetts, and Connecticut.69 NETC's resulting network would facilitate expansive telemedicine
benefits, including remote trauma consultations, throughout the multi-state region.70

26. Numerous applicants also demonstrate the serious need to deploy broadband netWorks for
telehealth and telemedicine services to the rural areas ofthe nation where the needs for these services are
most acute. For example, Pacific Broadband Telehealth Demonstration Project seeks to connect Hawaii
and·11 Pacific Islands to one broadband network in the region where transportation costs are ~xtremely "
high and health care specialists are concentrated mainly.in the region~s_urban centers such as Honolulu. 71

.-
27. Similarly, Health Care Research & Education Network convincingly demonstrates its state's

need for expanded telemedicine services: North Dakota is an extremely rural state where 42 of its 53
counties include 30 percent or more residents living at or below 20.0 percent ofthe Federal Poverty
Guidelines.72 l'art or all of83 percent ofNorth Dakota's counties are designated as health professional
shortage areas,73 and 94 percent are designated as mental health shortage areas. ~4 To help alleviate these
hardships, the University ofNorth Dakota seeks to construct a high-speed data network to connect, via the

. existirig state lioer network, Stagenet, its medical school's four main campus sites and clinical medical
sites to five rural :North Dakota health care facilities. 75 Doing so will allow for research which would
greatly accelerate the ability 'to bring contemporary tre~tment options to rural areas. 76 .

I

28. The Wyoming Telehealth Network also demonstI'!!-tes the need for broadband infrastructure
for health care use. In its application, it explains that Wyoming is an extremely low populous and rural

67 Tennessee" Telehealth Network Application at 8, 12.

68 ld. at 4, 6-7.

69 New England Telehealth Consortium Application at 4.

7°ld. at 15-16.
"'

?l PacificBroadband,Tel~health,Demonstration Project Application at 1-2.

72 See 2007 Povert)! Gufdeljne/jiJr t~e 18 Co1i~iguous States and the District ofColumbia, 72 Fed. Reg. 3147-48
(2007). Theifederg1)PQv~'Gqideline'(FPG) is a measure used" as an eligibility criterion for Federal programs, and
is updated annual1y to refl,ect changes in the Consqmer Price Index (CPl). See id. The FPG is currently used as a
factor in the calculation for determining eligibility for the universal service low-income (Lifeline/Link-Up) program.
See Lifeline and Link-Up, WC Docket No. 03-109, Report and Order and Further Notice ofProposed Rulemaking,
19 FCC Red 8302, 8308, para. 10 (2004).

73 42 C.F.R § 5.2. Health professional(s) shortage area means any ofthe following which the SecretarY determines
has a shortage ofhealth professional(s): (1) An urbanor rur!1l area (which need not conform to the geographic
boundaries ofa political subdivision and which is a rational area for the delivery ofhealth services); (2) ,a population
group; or (3) a public or nonprofit private medical facility.

74 See id.

75 Health Care Research & Education Network Application at 8, 12-23.

76 1d. at 16.
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state, suffering from a severe shortage ofhealth care proyiders. Wyoming ranks 45th in physicians per
100,000 people, and has only 18 psychiatrislS; four cerlHie-a psychological practitioners, and two school
psychologists statewide. Wyoming Telehealth Network's proposed network will extend the reach of
health care professionals by linking the entire state's 72 hospitals, community mental health centers, and
substance abuse centers, which will enable these facilities to transmit data to one another and .
videoconference.77 As these and other applications demonstrate, health care providers in rural areas need
access to broadband facilities for telehealth and telemedicine services to be available in rural areas.

29. Some applicants request Pilot Program funding to support build-out to tribal lands. For,
example, Tohono O'odham Nation Department ofInformation Technology (Nation) seeks funding to
connect three ofthe Nation's remote health care facilities to Intemet2 and to Arizona health care
providers with existing networks to facilitate implementation ofa comprehensive telemedicine program
for the Nation that will enable the Nation to connect into a nationwide backbone ofnetworks. 78 The
Nation's planned dedicated broadband network will result in a comprehensive health care delivery system
that reaches even its most remote geographic areas - a particularly important goal considering the
Nation's extremely limited public transportation ,system.79

30. We find that the selected participants demonstrate a viable strategy for effective utilization of
Pilot Program support consistent with the principles established in the 2006 Pilot Program Or(ler, and
sufficiently set forth how their networks will meet the detailed Pilot Program criteria set forth in the 2006
Pilot Program Order. As dil!cussed in detail below, while we find that the selected applications overall
satisfy the criteria set forth in the 2006 Pilot Program Order, many applicants must submit additional
information to USAC to enSijIe that fund commitments and disburaements will be consistent with section
254 ofthe 1996 Act, this Order, an<;l the Commission's rules and orders.80

B. Scope of Pilot Program and Selected Participants

31. In the 2006Pilot, p'rogram Order, the Commission stated, "[0]nce we have determined
funding needs ofthe existing pro-graIn, we will fund the Pilot Program in an amount that does not exceed
the difference between the m:nount committed under our existing program for the current year and $100
miHion."81 We estimated that approximatelY $$5-60 m.iJ.llon would be available for the Pilot Program,
based on our past experience and estimates of funding requests received under the existing prqgram for
Funding Year 2006.82 In the 2006 Pilot PrQgratfz Order, we also established the Pilot Program as a two-

.'. year program. 83 .

~. - ~

32, .Funding Qap. IJ:J, light -of the o:ve~helming need for the. Pilot Pro:gram funding to build-out
dedicated health care network capacity to llUPport telehealth and telemedicine, we increase the funding
cap amount from that set in the 2006 Pilot Program Order to approximately $139 million for each year of
the Pilot Program. We find this mO,dification necessary to enable the 69 qualified applicants to implement
their"iplans to the fullest extent possible~ 84 In particular, we believe this increased amount ofPilot
Progl~ fu~ding.will enable,,pa,rticipants to fully realize the -b~nefits to telehealth and telemedicine

77 Wyoming Telehealth Network Application at I, 13-16.

78 Tohono Q'odham Nation Dep3rtment ofInfonnation Technology Application at 4.

79 ld. at 3.

;-; 80 S~e infra paras. 83-95.

81 2006Pi[of Progrtzth Order, 21 'FCC Rcd at 11115, para, 12.
,0;', •

82 ld. at llll5, para; 12, n.17.
I

83 .
•t : ld. at IHIS, para. 13, n.18

. ;

.84 We do not disturb tlieoverall$400 million cap on the RHC support mechanism. See 47 C.F.R. §, 54.623(a).
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services by making universal service support avai)able for ~ignificant build-out of dedicated broadband
network capacity. Increased support will also provide the Commission with an RHC Pilot Program
extensive enough to soundly evaluate and to serVe as a basis to propose to modify the existingRIle
support mecbanism, all without requiring us to reject otherwise compliant applications. Although
available yearly Pilot Program support is higher than we originally contemplated in the 2006 Pilot
Program Order, this amount is still well below the $400 million cap for each funding year of'the existing
RHC support mechanism (even when combined with the most recent disbursements under the existing.
RHC support mechanism of $41 million), and therefore remains well within the existing parameters of
economic reasonability and fiscal responsibility.8s

33. Duration ofPilot Program. To continue to maintain fiscal discipline, we modify the duration
ofthe Pilot Program to require that commitments for the two-year program costs identified by selected
participants in their applications occur over a three-year period. Funding the selected applications over a
three-year period at somewhat lower levels than requested based on a two-year program will better serve
goals of section 254(h)(2)(A) ofthe 1996 Act because it provides us with sufficient flexibilitY to support
more expansive network build-outs, thereby significantly ·enhancing health care providers' access to
broadband services and enabling such access to occur considerably quicker than it otherwise would.86

Spreading commitments over a three-year period will also ensure that the Program moves forward
seamlessly to facilitate uninterrupted rural telehealthltelemedicine network build-outs, while balancing
the need for economic reasonableness and responsible fiscal management ofthe program, including by
staying well within the $400 million dollar RHC mechanism cap.87 In addition, expansion ofthe Pilot
Program's duration, as well as increasing available aggregate support, will provide greater certainty of
support to applicants that requested funding for multiple years, and will obviate the need for
reapplications during the duration ofthe Pilot Program. Accordingly, the Pilot Program will begin in
Funding Year 2007 and end in Funding Year 2009 ofthe existing RHC support mechanism.88;

I

34. Administration o/Funding Year 2006 Funds. In establishing the Pilot Program dUration, we
apply to Funding Year 2007 the moneys that USAC already collected in Funding Year 2006 for the Pilot
Pro~. ·Because we did not receive approval from the OMB until March 8, 2007, only two months
prior to the application deadline ofMay 7, 2007, and because applicants could not meet the June 30,
2007, deadline for submitting Funding Year 2006 forms to USAC, we find it impracticable to 'begin the
Pilot Pro,gram in Funding Ye~r 2006 as origmally contemplated.89 Consequently, we begin the USAC
application, cormnitment, and disbursement process for the Pilot Program with Funding Year 2007. Total
availab.le support for Year One of the Pilot Program (Funding Year 2007 ofthe existing RHC support
mechanism), YearTwo (Funding Year 2008 ofthe existing RHC support mechanism), and Year Three

.8S See'47 U~S.C,' § 254(h)(2)(A). See also 2006 Pilot Program Order, 21 FCC Rcd at 11115, para. 12; USAC,
AnnufilReport 2006 atA, avaiklble at http://WWw.usac.orgUes/documents/about/pdf/usac-annual-report-2006.pdf
(USAC 200~Annual Report) (last visited Nov. 8,2007).

, 86 See 47 U.S.C. § 254(h)(2)(A).•

87 'See infra paras, 85-86, 89. The Anti-Deficiency Act (ADA) prohibits the Commission from making or
autb,ori~ng an exp~diture or obligation that exceeds the amount available for it an appropriation or fund. 31 U.S.C.
§ 1341; Pub. L. No. !J7-258,96 Stat. 923 (1982); OllU1ibus Budget Reconciliation Act of 1990, Pub. L. No. 101-508,
Title XIII, § l3213(a), 104 Stat. 13~8-621 (1990). The universal service programs, however, have been exempt
from the ADA since 2005, and currently are exempt until December 31, 2007 as part ofa one-year exemption set
forth in the ,Revised Continuing Appropriations Resolution of2007, Pub. L. No: 110-5, 121 Stat. 8 (200,7).

88 The RHC funding year is from June 30 to July 1. See 47 C.F.R. § 54.623.

89 See~~upra"para. 21. ..
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(Funding Year 2009 ofthe existing RHC sUpp'.ort mechanism) of the Pilot Program will be approximately
$139 million per Pilot Program funding yeaeO ' '"

35. Selected Participants. Appendix Blists each selected participant's eligible support amounts
for each Pilot Program funding year. As indicated in Appendix B, selected participants' available support
for each funding year of the Pilot Program is one third of the sum of their Year One and Year Two
application funding requests, as calculated by the Commission.91 We find that committing this funding
over a three-year period ensures the Pilot Program remains economically reasonable and fiscally
responsible while alloWing selected participants to remain eligible to receive their entire eligible Year
One and Year Two support as identified in their applications.92 Although we increase available support
amounts, as explained in greater detail below, selected participants may not exceed the available support
for each funding year as listed in Appendix B. The selected participants also remain required to provide
at least 15 percent oftheir network costs from other specified sources.93 In addition, we require that
selected participants' network build-outs be completed within five years ofreceiving an initial FCL.

36. Priority System. Contrary to our findings in the 2006 Pilot Program Order, we also, on our
own motion, modify the Pilot Program structure by declining to establish a funding priority system
similar to the priority system provided for in the universal service schools and libraries mechanism. In
the 2006 Pilot Program Order, we found that applications for support Under the existing RHC support
mechanism would be funded before funding any ofthe projects proposed in the Pilot Program;94 We had
limite'd funding for the Pilot Program to the difference between the, amount committed to the existing
RHC support mechanism and $100 million.95 We find it is not necessary to establish a priority system for
the rural health care program because we have eliminated the $100 million cap on funding for the existing.
RHC support mechanism and the PIlot Program. As such, our expansion ofthe Pilot Program will ensure
that both the applicants under the existing RIlC support mechanism and those under the Pilot Program
receive funding for all eligible expenses they have included in their applications.

C. Qualifications ofSelected' Participants

37. In the 2006 Pilot Program Order, we instructed applicants to indicate how they plan to fully
utilize a broadband network to provide health care services and to present a strategy for aggregating the
specific needs ofhealth care providers within a state or region, including providers that serve rural
areas. 96 Overall, selected participants demonstrated significant need for RIlC Pilot Program fi,mding for
health care broadband infrastructur~ and servic~s for their identified 'health care facilities, and provided
,the 'Commission with suffici~ntly detailed pr<:,posals.97 In their applications, each selected participant
explained 'the goals and obje<;tives of.their proposed networks and generally addressed other criteria on

90 The funding total is capped by the maximum amount allowable funding for each applicant during the three-year
period.

91 Calculations are based on 85 perqent ofeach selected participant's funding request. For selected participantll that
did not clearly request 85 percept funding for their total costs, we have adjusted the suppert.level to the appropriate
85 percent level.

92 See 47ITS..C. § 25~{hJ(2)(A).

93 See,infra Part m.E.3.

94 See 2006Pilot Pr.ogr.q.m Order, 21 FCC Red at 11115, para. 12

95 ld.

96 ld. at 1111.6, para. 16.

97 ld.
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which we sought infonnation in the 2006 P..il9JP,T:OgJ(Cl.ln~Qrder. 98 In addition, each selected 'Participant
must comply with all Pilot Program administrative requirements discussed below to receive universal
service support funding. 99

38. Network Utilization. In the 2006 Pilot Program Order, we set forth the network goals and
objectives for applicants to meet to be considered for Pilot Program funding. In particular, we requested
that applicants indicate how they will utilize dedicated broadband capacity to provide health care
services. 100 Selected participants sufficiently set forth the various ways in which they would
appropriately utilize a broadband network. 101 For example, Virginia Acute Stroke Telehealth Project
proposes a broadband network that would focus on the continuum ofcare (prevention through
rehabilitation) for stroke patients in rural and underserved areas ofVirginia. 102 lllinois Rural HealthNet

98 ld. at 11116-17, paras. 16-17. Selected participants must meet the goals and objectives they identifil:;d in their
Pilot Program applications.

99 See infra Part m.E.

100 2006Pilot Program Order, 21 FCC Rcd at 11116, para. 16.

101 Arizona Rural Community Health Information Exchange Application at 7-8; Iowa Rural Health
Telecommunications Program Application at 7-8, 12-13; Northeast HealthNet Application at 4; Southwest Alabama
Mental Health Consortium Application at Section B; Mountain States Health Alliance Application at 1; University
Health Systems ofEastem Carolina Applicatio:\l at 6; University ofMississippi Medical Center Application at 2, 19;
Western Carolina University Application at 4,6; Alabama Pediatric Health Access Network Application at 5, 9, 12;
Colorado H~alth Care Connections Application at 10; Heartland Unified Broadband Netwox:k Application at 3, 15­
17; Juniata VaHey Network Application at 5, 22-28; Michigan Public Health Institute Application at 3-7; Frontier
Access to Healthcare in Rural Montana Application at 1; Northeast Ohio Regional Health Information Organization
Application at 3,5-6; Pacific Broadband Telehealth Demonstration Project Application at 3-13; Rural Wisconsin
Health Cooperative Application at 1-3; Southwest Telehealth Access Grid Application at 6; Big Bend Regional
Healthcare Information Organization Application at 3; Geisinger Health SystemApplication at 2-3; Indiana Health
Network Application at 53; Nolithwest Alabama Mental Health Center at 1; Oregon Health Network Application at
17-20; 81. Joseph's Hospital Application at 4; Health Care Re.search & Education Network at 12-23; Alaska Native
Tribal Health Consortium Application at 12; Bacon County Health Services Application at 1; California Telehealth
Network Application at 9; Missouri Telehealth Network Application at 4, 7; New England Telehealth Consortium
Application at 15-16; North Country Telemedicine Project Application at 7-8; Rocky Mountain HealthNet
A'1?p1ication.at 3; Texas Health-:(nformation Network-Collaborative Application at 7; Wyoming Telehealth Network
A~plicatiort:~lit 19i Adironda,ck~~aniplliin Telemedicine Itlformation Network Application at 15-22; Association of
WaShiniJ;on PublicHospi~ DiStricts Applicationat 7, 23-26; Holzer'Consolidated Health Systems Application at 2,
5; North Carolina Telehealth Network Application at 3-4; Palmetto State Providers Network at 4-6; Penn State
Milton S. Hershey, Medical Center Application at 6-8; Rural Healthcare Consortium ofAlabama Application at 1-3;
PathWays Cammumty Behavioral Healfucare, Inc. Application at 2; West Virginia Telehealth Alliance Application
at 34-50; Vitginja Acute Str9ke/I;~lehe~th PI:oject Application at 22, 25-29; Rural Nebraska Healthcare Network
Application at 14-16, 32-35; SO]lthern OhioHealthcare N:etwork Application at 3; Texas Healthcare Network
Application at 11; Iawa Health System Application at 5; Rural Western and Central Maine Broadband Initiative

_Application at 26-2~; 'I'ennesse'!,: 'Felehealth NeW/ork Application at 23-24; DCH Health System Application at 2;
·l<\lb~rfllir-le NetworkTelemedicine Initiative Applieation at 1; Kansas University Medical Center at 2; Western New
York Rural Area Health Education Center Application at 3; Health Information Exchange ofMontana Application at
5; Arkansas.Telehel1.1th Network Application at 3-4; As One-Together for Health Application at 8; Communicare
Application at 12; ETIangeiHealth System Appljcation at 2-3; Greater Minnesota Telehea1th Broadband Initiative
A,pplication':at 5, 17,44-45; lllinois Rural HealthNet Consortium Application at Attachment 1; Kentucky Behavioral
T~ehealth Network Applic;:ation;at 5-6j~Pennsylv'ania Mountains Healthcare Alliance Application at 8-9; Tohono
O'odham Nation Departm,~t ofInformation Technology Application at 4; Louisiana Department ofHdspitals
Application at 3; Northwestern Pennsylvania Telemedicine Initiative Application at 1; Puerto Rico Health
·pepartment"Applicl1.tion at 2-3; 'Sanford"Health eollaobration and Communication Channel Application at 3; Utah
..t~lehealth Netwotk Application at 19-20.

102 Virginia Acute Stroke Teleh'e-alth Project Application at 21-22, 25.
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Consortium plans to use its network for a wide variety of telemedicine applications, including video
," " " 103

conferencing, remote doctor-patient consultations, and telepsychiatry. Pacific Broadband Telehealth
Demonstration"Project seeks to interconnect seven existingnetworks to linkhealth care 'Providers
throughout Hawaii and the Pacific Island region. 104 The network will·enable delivery ofbroadband
te1ehea1th and te1emedicine for clinical applications, continuing medical, nursing and public health
education, and electronic health records support. lOS Alaska Native Tribal Health Consortium plans to
connect rural health care providers throughout Alaska to urban health centers via a network that will
support teleradiology, electronic medical records, and telepsyohiatry through video conferencing. 106

39. Based on our review ofal181 ofthe applications, we find that the 69 selected participants
have shown that they intend to utilize dedicated health care network capacity consistent with the goals set
forth in the 2006 Pilot Program Order. Thus, in selecting these applicants as eligible to receive funding
for broadband infrastructure and services, we will advance the goals of, among other things, bringing the
benefits oftelehealth and telemedicine to areas where the need for these benefits is most acute; allowing
patients to access critically needed specialists in a variety ofpractices; 107 and enhancing the health care
community's ability to provide a rapid and coordinated response in the event ofa national health care
crisis. 108 .

40. Leveraging ofExisting Technology. In the 2006 Pilot Program Order, we stated that
applicants should leverage existing technology to adopt the most efficient and cost-effective means of
connecting providers. 109, We explained that the Pilot Program would be "technically feasible" because it
would not require development of any new technology; but rather would enable participants to utilize any
currently available technology.IIQ In'general, selected participants explained how their proposed
networks'would leverage existing technology. 111 Examples of applicants leveraging existing technology

103 lllinois Rural HealthNet Consortium Application at 9.

104 Pacific Broadband Telehealth,Demonstration Project Application at 4-8.

lOS ld. at 3.

106 Alaska Native Tribal He'alth Consortium Application at 9, 12-14.

107 2006Pilot Program Order, 21 FCC Rcd at 11111, paras. 1-2. See, e.g., Virginia Acute Stroke TeleHealth
ProjectApplication at 14-16 (ex:plaining that the differential diagnosis and treatment ofa stroke within the first three
hours is·critical for effective patient care). '

108 2006 Pilot Program Order, 21 FCC Red at 11111, paras. 1-2. See, e.g., Bacon County Health Services
Application:·at 1-2 €notin~ that its ·goal~to ,enhance'a rapid and coordinated response by health"care providers in the
event ofa national-qisis is espe~all¥ impottant to resiaents in its area, numy ofwhom live within 10 to'50 miles of
Plant Hatch, anuclear energy plant). . . .

109 2006Pilot Program Order, 21 FCC R<fd at 11116, para. 16.

110 III. at IIH4, para. 11; see also 47 D.-S.C. § 254(h)(2)(A).

III Iowa Rural HealtQ Teleco1l1Il}l,lIlicationsfProgram Application at 4, 6, 8; Northeast HealthNet Application at 6;
Mountain States Health Alliancei~pplication at.,l; University Health.systems ofEast Carolina Application at 4, 5;
Western Carolina lJniversity Application at :10; Alabama Pediatric Health Access Network Application 'at 16;
·Colorapo Helilth Care ConnectionsAppHcation at-~7;.Heartland Unified Broadband Ne1;WorkApplication at 3,9;
Juniata Valley Network 4Pplicatien at 6-7, 35tMichigan Public Health Institute Applic~tion at 29-31; Frontier
Access,to Healthcare in Rural lv,Iontana'at 13-16; Northea'stGhio Regional Health lnfeniIation Organizlltion
Application-at 11, 18; Pacific BroadbanB Telehealth:Demonstration Project Application at 3-13; Rural Wisconsin .
Hea~th"Co0l'erative,Application~at 4; Southwest-Telehealth Access Grid Application at 1, 2, 6; Big Bend Regional
;Hea:\tlrcllIe,Infomatlen,~gani~tion. Application ~t 2-12; GeisingerHealth System Application, at 3-4; ptdiana
Health;Netv.(ork:l'\pplic~ftQn.at.6~;,.<Dte'g"an':jHealth Network A:pp1ication at 17-20; St. Joseph's Hospital !Application
at 2; Health~:GareRe~earch & EqUc;tioni!Netw9rk'Application. at 13"~5; AlaSka Native 'FribalHealth Coftsortium
Application::at 12;BacOnl(!:9unty Health Services Applicati'on at 6; Missouri Telehealth Netivbrk Application at 9;
(continued....)

17



·. FCC 07-198

include t~~ As~ociation of:VasJ:rlngt?n.Pub~~J::lQS~~t~~\~p:icts,whi~hplans to create a"network of
networks by mterconnecting SIX eXIsting net\f<>tks to creale a stateWIde network,112 And Colorado
Health Care Connections proposes to leverage an existing state network as the basis for a dedicated health
care network for Colorado's public and non-profit health care providers. 113 The goal is to connect all 50
rural hospitals and 76 rural clinics to the state network, which in tum is connected to the maj~r

metropolitan tertiary hospitals, and Intemet2 and NLR. 114 '
I

41. Aggregation. In the 2006 Pilot Program Order, we instructed applicants to prov~de strategies
for aggregating the specific needs ofhealth care providers, including providers that serve rural areas
within a state or region. liS In general, selected participants sufficiently explained how their proposed
networks would aggregate the needs ofhealth care providers, including rural health care providers. 116 For

(Continued from previous page) i
New England Telehealth Consortium Application at 12-13; North Country Telemedicine Project AppliCation at 13;
Rocky Mountain HealthNet Application at 4; Texas Health Information Network Collaborative Application at 10;
Adirondack-Champlain Telemedicine Information Network Application at 36-37; Association ofWashington Public
Hospital Districts Application at 28; North Carolina Telehealth Network Application at 11-12; Palmetto State
Providers Network Application at 7; Penn State Milton S. Hershey Medical ~fltlter Application at 9; Rural
Healthcare Consortium ofAlabama Application at 3, 5; Pathways Conununiif Behavioral Healthcare, Inc.
Application at 3; West Virginia Telehealth Alliance Application at 2, Attachment 1; Virginia Acute Strpke
Telehealth Project Application at 34-35; Rural Nebraska Healthcare Network Application at 28; Southern Ohio
Healtlicare Network Application at 4, 21; Texas Healthcare Network Application at 13; Iowa Health System
Application at 5; Rural Western and Central Maine Broadband Initiative Application at 24,47-48; Tennessee
Telehealth Network Application at 8, 12; DCHHealth System Application at 1-2; Kansas University Medical Center
Application at 5-6; Western New York Rural Area Health Education Center Application at 4; Arkansas Telehealth .
Network Application at 12; As One - Together for Health Application at 12; Communicare Applicatiori at 11;
Erlanger Health System Application at 4; Greater Minnesota Telehealth Broadband Initiative Applicatipn at 17-38;
lllinois Rural HealthNet Consortium Application at 15; Pennsylvania Mountains Healthcare Alliance A,pplication;
Louisiana Department ofHospitals Application at 6; Northw.estern Pennsylvania Telernedicine Initiative Application
at 4-5; Puerto Rico Health Department Application at 7-8; Sanford Health Collaboration and Communi,cation
Channel Application at 4, Appendix C; Utah Telehealth Network Appli~atioIi at 27. '

112 Association ofWashington Public Hospital Districts Application at 6,28.

113 Colorado Health Care Connections Application at 1.

114 Id. at 7.

115 2006Pilot Program Order, 21 FCC Rcd at 11116, para. 16.

116 See id. Arizona Rural Conununity Health Information ExcbangeApplication at 3; Iowa Rural Health
Tl;llecommu!1icatioIl;~,PrQgraJ:I1 Applic~.pI). at 7-8; ;Northeast HealthNet Application at 7, 10; Southwest Alabama
Mental Health Consortium App1:icatiomat Section B; Mountain States Health Alliance Application at 1; University
H~th Systems ofEasteLll.Carolina Application at 5-6; University ofMississippi Medical Center Application at 2,
4; Western Carolina University Application at 4; Alabama PediatricHealth Access Network Application at 8;

.Colorado Health Care Connectiens Application at 11-12; Hc:artland Unified Broadband Network Application at 3, 9;
Juniata Valley Network Application at 6-7, 35; Michigan Public Health Institute Application at 27; Frontier Access
to Healthcare in -R.ural Montana Application at 10; Northeast Ohio Regional Health Information Organization
Appl~cation 'at 18,..19; Pacific B~oadband Telehealth Demonstration Project Application at 3-13; Rural Wisconsin
Health Cooperative Application at 4;.southwest Telehealth Access Grid Application at 12; Big Bend Regional
Healthcare, InfollJ,lation;OFganization'Application at 2-12; Indilma Health Network Application at 63; Oregon Health
Network Application at 2,1-30;·St. Joseph's Hospital Application.at 3; Health Care Research & Education Network
at 12-23; Alaska Native..'Fribal Health Consortium-Application at 9; Bacon County Health Services Application at 3,
6; Califemia-TelehealthN~two* Application at 69-70; Missouri Telehealth Network Application at 3; New
Engll\Ild Tel~health Consortium Application at 11':'12; North CountrYTelemedicine Project Application at 4, 13;
Rocl<!¥Mountain l:):eal$l\fet Applieation.at4; T~xas·~e~th Information Network Collabomtive Application at 10;

~ .wYQ~g 'Fe1ehealth Netlv.orkr(AppRcation,at.dijt1\:dirondack~Champlain l'elemedicine Information Network
Applic_ation,at;2S,,26}~ss0ciati(:m QllWilishingf'On:PublicHospital Districts Application at 28-29;-Holzer ,
.Con~~lidated iIealiIl".Systerns ~pPlication at 8;,North Carolina Tell~health Network Application at 5, 8; Palmetto
(continued....)
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example, Palmetto State Providers Network plap$ t'o.lirik large tertiary centers, academic medical centers,
rural hospitals, community health centers, and rural office-based practices in four separate
ruraVunderserved areas in South Carolina into a developing fiber optic statewide backbone which

connects to Intemet2, NLR, and the public Intemet. ll7 Similarly, Iowa Rural Health Telecommunications
Program plans to link 100 hospitals in 57 counties in Iowa, one Nebraska hospital, and two South Dakota
hospitals to a broadband network which will: facilitate timely diagnosis and initiation ofappropriate
treatment or transfer ofpatients in rural communities; facilitate rapid access to and transmission ofdiagnostic
images and patient infonnatien between hospitals; extend and improve terrorism and disaster preparedness
and response through communication network interoperability between hospitals, the Iowa Department of
Public Health, and Iowa Homeland Security and Emergency Management; and enable future remote
monitoring and care coordination for intensive care patients. 118

42. Creation ofStatewide or Regional Health Care Networks and Connection to Dedicated
Nationwide Backbone. In the 2006Pilot Program Order, we instructed applicants to submit proposals
that would facilitate the creation ofstate or regional networks and (optionally) connect to a nationwide
broadband network. These networks should be dedicated to health care, thereby connecting public and
non-profit health care providers in rural and urban locations. 119 The selected participants generally
demonstrated how their proposals would result in new or expanded state or regional networks and
connection to a nationwide broadband network dedicated to health care. 12.0 For example, Wyoming
(Continued from previous page) -----------

. State Providers Network Application at 5, 7, 22, 57-58; Penn State Milton S. Hershey Medical Center Application at
6; Rural Healthcare Consortium ofAlabama Application at 2; Pathways Community Behavioral Healthcare, Inc.
Application at 3; West Virginia Telehealth Alliance Application at 1-2; Virginia Acute Stroke TeleHealth Project
Application at 31; Rural Nebraska Healthcare Network Application at 10; Southern Ohio Healthcare Network
Applioatien at 4, 15-16; Texas Healthcare Network Application at 6; Iowa Health System Application at 6; 'Rural
Western and Central Maine Bre!idband Initiative Application at 11-12,26; Tennessee Telehealth Network
Application at 30; DCH Health!System Application at 3; K4msas University Medical Center Application at 5;
Western New York Rurl:!l AreaHealth Education Center Application at 16; Health Infonnation Exchange of
Montana Application at 2, 9; Arkansas Telehealth Network Application at 32-33; Communicare Application at 7;
Erlanger Health System Application at 5; Greater Minnesota Telehealth Broadband Initiative Application at 12-13;
lllinois Rural HealthNet Consortium Application at 14; Pennsylvania Mountains Healthcare Alliance Application at
6-8; Tohono'O'odham Nation Department ofInformation Techn~logy Application at 3-4; Louisiana Department of
Hospitals Application at 10-11;Northwestern Pennsylvania Telemedicine Initiative Application at 3; Puerto Rico
Health DepartmenN\:pplication at 10; Sanford Health Collaboration and Communication Channel Application at 2;
utah Telehealth·Nefwork Application at 20-24. • .

117 Palmet!~,State Providers Network Applicati9n~at 5.

1.8 Iowa Rural He'alth Telecomritunications Program Ap}ilication at 7-8, 12-13.

l\9 S~e2006PilotProgram Order, 21 FCC Red at 11111,11115-16, paras. 2,16.

120 See infra paras. 83-98, explaining the USAG application process, which will require selected particiRants to
provide, inter alia, detailed infonnation .Qn'their creaneri of, and connection to, networks, to receive Pilot Program
funds. Arizena Rural Conmiuri~ty EleaJ.!l1' l;nforma.ti,Qn J~x.chl!JJge ApR-lication at 26; Iowa Rural Health
Telecommunications Program Applicao!ln at 7, -12, 14; Northeast He!l1thNet Application at 8; SouthweSJ: Alabama
Mental Health ConsortiumAppUcation at SectionBrMountain'States Health Alliance Application at 1; University
'Heal~ Systems ofEastefn Carolina.Application at'S; University ofMississippi Medical Center Application at 2;
Alabama PediaQ:iC'Health Access Network Application at 9; Colorado Health Care Connecnons Application at 11­
12; Heartland Unified Broadband Network Application·at 2; Juniata Valley,Network Application at 6-7, 35;
Michigan Public Hea:lth Institute Application at 'I, 4~ Frontier Aecess,to H~althcare in Rural Montana Application at
10, 15; Northeast Ohio '~egionaltHealtliJnfonnatiQIrOFganization Applic~tion at 13; Pacific BroadbandTelehealth
Demonstration Project Ap'piication atl, 2, 6, 8, Appendix 1; Rural Wisconsin Hettlth C,?operative Application at 1;
Southwest T;elehealth Aecc;§s!G@{i ,Afpp.licationiat12;o'Big'Bei1dRegiQn'@-Healthcare Information Organization

" Appt;i.~.~ti_9~~~f ~L~:O; ,MC?1 . ~~~tl1~yst~ ~?~lt9!1:?~n, at?: In~j~~HI;la.l.~Network Appl~c!\tion at ~3;
NQrtliwest Jiabama~ . eaJfhX~en~~ ApP'h~tion '~r~; Or~go;n l'Iealth Netwerk Apphcation at 21-30; St.
Joseph's HoSpital Applic~tion aU; :ae~lth Car~Rcsear6h[&; Exchange Network Application at 12-23; A!laska Native
(continued....)
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Telehealth Network will connect more than 30 hospitals and 42 community health centers, prqviding
consortium health care professionals with aCcesS to a'~t~teWide network, and facilitating connection to

Intem~t2 orNLR.
121

West Virginia Telehealth Alliance's proposed network will facilitate access in every
region, health care market, and community in West Virginia, with particular focuses on medically
underserved rural areas; health professional shortage areas; communities with high disease and chronic
health condition disparities; and communities that demonstrate "readiness for deployment." 12~ Southwest
Alabama Mental Health Consortium plans to establish a broadband network connecting 34 m~ntal health
providers in 16 counties in Southwest Alabama, and this network will'connect to Intemet2 th~reby

creating a large regional mental health care network that has access to the national backbone. I~

43. Tribal Lands. A significant number ofapplicants plan to use Pilot Program fundi to create or
expand health care networks serving tribal lands. 124 We find that network reach to tribal lands to be a
positive use ofPilot Program funds; these areas traditionally have been underserved by health! care
facilities and reflect unique health care needs, particularly compared to non-tribal areas. 125 In,addition to
inadequate access to h.ealth care, tribal lands suffer from relatively low levels ofaccess to impprtant

I
!

(Continued from previous page) -----------
Tribal Health Consortium Application at 12; Bacon County Health Services Application at 2; California Telehealth
Network Application at 12; Missouri Telehealth Network Application at 3; New England Telehealth Consortium
Application at 12; North Country Telemedicine Project Application at 11; Rocky Mountain HealthNet Application
at 5; Texas Health Information Network Collaborative Application at 10,24; Wyoming Telehealth Network
Application at 8-9; Adirondack-Champlain Te)emedicine Information Network Application at 2; Assoclation of
Washington Public Hospital Districts Application at 6; Holzer Consolidated Health Systems Application at 2-3;
North Carolina Telehealth Network Application at 5, 11; Palmetto State Providers Network Applicatioq at 22; Penn
State Milton S. Hershey Medical Center Application at 6; Rural Healthcare Consortium ofAlabama Application at
2-3; West Virginia Telehealth Alliance Application at Attachment 1; Virginia Acute Stroke TeleHealth 'Project
Application at 44; Rural Nebraska Healthcare Network Application at 10; Southern Ohio HealthaareN~ork
Application at 15-16, 21; Texas Healthcare Network Application at 12; Iowa Health System Applicatiob. at 5; Rural
Western and Central Maine Broadband Initiative Application at 26; Tennessee Telehealth Network Application at
18-19; Albemarle Network Telemedicine Initiative Application at 2; Kansas University Medical Center Application
at 6; Western New York Rural Area Health Education Center Appli.cation at 8-9; Health hlformation Exchange of
Montana Application at 7; Arkansas Telehealth Network Application at 10-12; As One-Together for Health
Application at 4-9; Communicare Application at 7; Erlanger Health System Application at 2, 13; Greater Minnesota
Telehealtl) Broadhanli :(nitiative,Application at 10-11; TIlinois Rural HealtbNet ConsortiumApplication at 15, 18;

, Kentucky B.eltavioral Telehealili Network Application at 10-11; PennsylvaniaMoun~s Healthcare Alliance
Appljcation at 4; Tohono O'odham Nation Department ofInformation Technology Application at 4; Louisiana
Department ofHospitals Application at 10-12; Northwestern Pennsylvania Telemedicine Initiative App1icati~n at 2­
3; Puerto Rico Health Department Application at 13; Sanfot:d Health Collaboration and Communication Channel
Application at 2; Utah Telehealth Network Application at 20-24.

121 Wyoming Telehealth Network Application at 8-10.

122 West Virginia Telehealth Alliance Application at 26 ofStrategic Plan.
, ,

123 Southwest Aliibama Mental Health Consortium Application at Section B.
, I

,124 Sr;~, e.g., Western €:arolina Uni~ersity Application at 10; Heartland Unified Broadband Network Application at
App,cm,dix F; Miqhigan-Public Health, Institute,Application at 34-35; Southwest Telehealth Access Grid Application
at 1; OJegon Helilth Network Application at 22; Health Cpre Research & Education Network Application at 10;

, California Telehealth Network Application at 55; Adirondack-Champlain Telernedicine Information Network
Applicl,ltion,at 10-14; Association ofWashington Public Hospital Districts Application at 18-22; Rural Nebraska
Healthcare Network Application at 7; Hel!-l1J1 Information Exchange ofMontana Application at 8; Tohobo O'odham
Nation,Departmept ofInfqrmation Tecpnology Application at 10.16; Sanford Health Collaboration and
Comjn)Jnication Channel A-pplication at 5;,\Vtah Telehealth Network Application at 2, 4,5,7,32.

125 U.S. Dl;lp~ent o:f1'liealfu and Hurllirit ServiCes, Indian Health Service, Facts on Indian Health Disparities,
availa.hle at http://infp.fus.govlFiJeslDisparitiesF'acts-Jaia007.doc (last visited Nov. 15,2007). . '
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telecommunications services. For exampl~,~~tive American communities have the lowest reported
levels of telephone subscribership in America"I~6 - ,

44. We find that these health care and telecommunications disparities between tribal lands and
other areas of the country underscore the serious need for "Pilot"Program support oftelemedicme and
teleheath networks in tribal areas. Many selected participants plan to use Pilot Program support for
networks on or near tribal lands. For example, Health Care Research & Education Network (Network)
plans to construct a network that will'serve a significant Native American population. According to the
Network, Native Americans report being uninsured at a rate of37.1 percent and North Dakota's Indian
population is 1.5 times as likely to die ofheart disease, cancer, stroke, and inf1uenzalpn~umonia as those
living on non-tribal lands. 127 The Network seeks to alleviate some of these disparities through use of its
planned network that will provide a link to improve educational opportunities, and will facilitate new and
ongoing research in health care delivery to rural areas. 128

45. In the first year of the Pilot Program, Western Carolina University (WCU) in collaboration
with the Eastern Band of Cherokee Indians (EBCI) seeks to connect the WCU's health care facilities to
health care facilities on the EC'sI reservation and in outlying areas so that patients can access critically .
needed medical,specialists in a variety ofpractices without leaving thejt homes or their communities. 129

In Year two ofthe Pilot Program, WCU plans to connect the United South and Eastern Tribes, Inc.
(USET), a non-profit,. inter-tribal organization of24 federally recognized tribes, to its network. 130 We
find that these and the other planned uses ofPilot Program funds to support network build-out to tribal
lands will further our goal ofbringing innovative health care services to those areas ofthe country with
the most acute health care needs. 131 -

46. Cost Estimates. In the 2006 Pilot Program Order:we requested that applicants provide
estimates oftheir network's total costs for each year. 132 Selected participants provided cost estimates or
budgets. 133 Several applicants provided significant cost and budget details, including Adirondack-

126 See, e.g., Sacred Wind Communications, Inc. and Qwest Corporation, JointPetitionfor Waiver ofthe Definition
of "Study Area" Contained in Part 36, ApRendix-Glossary ofthe Commission's Rules, Sacred Wind
Communications, Inc., Related Waivers ofParts 36, 54, and 69 ofthe Communication's Rules, CC Docket No. 96­
45, Order, 21 FCC Rcd 9227, 9231 para. 9 (2006); see also Federal-StqteJoint Board on Universal Setyice, CC
Docket No. 96-45, Merporandum Opinjon.an~ Order, and Further Notice ofProposed Rulemaking, 15 I\CC Red
12208, 1~217-18, p.ar~."I.6,. (~Oo.Q) (amending l.~feline and Link-Up assistance rules applicable to eligible residents of
tribal'lands, consisting ofqpalifying low-incom~ consumers living'on'or near reserVations, as defined in 25 C.F.R. §
20.1(r), (v); Fed~"'al-Sta~eJointBor;zrd on Uni~~rs'!;l Serv.ice; B;'omdt{ngDffployment and Subscribership in
Unserved and UT;l~ersenJed Ar~ry, !ncll1ding Ti:lb~l flnd I~u~izr.Ar~as, ~C Docket No. 96-45, Order and Further
Notice ofProposed.RlileImlking, 15 FCC Rcd 17t~2 (2QQO). (seeKing additional comment on extending the
eI)hanced Lifelin~ an<iJ';tDk-Up'fueasures to, qlllllifying low-~come consumers living in'areas near reservations to
target, sUPPcirt to the most undeiser,v,::d, geogr.aphically isolated, and impov:,::rished areas that are characterized by
low ~ubscnDership). ' . ,

127 Health Care Research,& Education Network Application·at 8.

128 Id.

129 Western Carolina University Application at 3, 10;

130 Western Carolina University Application at 10-11.

131 2006 Pilot Program Order, 21 FCC-Rcd at 11111, para. 1.

132 Id. at 11111-12,11116-17, paras. 3,17.

133 Arizona-Rur.al Commu~ity I:I«:lal!h Infonnation J;xchange Application at 13, 15; Iowa Rural Health
Telecommunications Pro-gram .A!Ppl\9ah'bn at 1'~)1~9rthe.~t HealthNe~App1ication at 10--11; Southwest Alabama
Mental Health Cen&~rtjum :J\phli.c1i(1~rilat SecijoJ),D; Mountain,~tates Health Allianc(l Application at 1,6, 8;
Univ.ersity Health SystemS ofElsfem earolina Appficatien ~t 7, 16; University ofMississippi Medical Center
(continued....)
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Champlain Telemedicine InformationNetwqrk.whose buqg.et includes a clear and detailed analysis of
network costs, including, e.g., costper foot ~llnJlfb~·$'fja pole installation, nwnber offeet, offiber,
and number ofpoles where fiber is installed. 134 Alaska Native Tribal Health Consortium provides
detailed cost estimates for each phase of its netwqrk, including deployment and services, and provides
significant information about its revenue stream, operating expenses, and maintenance for five years. 135

Although we find selected participants have satisfied this criterion, to ensure support is used for eligible
costs, as part of the USAC application process, applicants must submit detailed network costs:
worksheets. 136 :

47. Fair Share. To prevent improper distribution ofPilot Program funds, in the 2006 Pilot
Program Order, we instructed applicants to describe how for-profit network participants will pay their
fair share of the network and other costs. 137 In general, selected participants provided significant

(Continued from previous page) ,
Application at 45, 19; Western Carolina University Application at 8; Alabama Pediatric Health Access Network
Application at 37-38; Colorado Health Care Connections Application at "13; Heartland Unified Broadband Network
Application at 30-32; Juniata Valley Network Application at 50; Michigan Public Health Institute Application at 63­
65; Frontier Access to Healthcare in Rural Montana Application at 38; Northeast Ohio Regional Health Information
Organization Application at 51-55; Pacific Broadband Telehealth Demonstration Project Application a~ Appendix 2;
Rural Wisconsin Health Cooperative Application at 6; Southwest Telehealth Access Grid'Application at 40; Big
Bend Regional Healthcare Information Organization Application at 13; Geisinger Health System Application at 4;
Indiana Health Network Application at 4-5; Northwest Alabama Mental Health Center Application at 2; Oregon
Health Network Application at 37; St. Joseph's Hospital Application at 4; Health Care Rese~ch & Education
Network Application at 23-24; Alaska Native Tribal Health Consortium Application at 19; Bacon County Health
Services Application at 9; California TeIehealth Network Application at 22-23; Missouri Telehealth Network
Application,at 7; New England Telehealth Consortium Application at 18,37; North Country Telemediqine Project
Application at 15, 16; Rocky Mountain HealthNet Application at 7; Texas Health Information Networ~

Collaborative Application at 16; Wyoming Telehealth Network Application at 11; Adirondack-Champl~in
Telemedicine Information Network Application at 5; Association ofWashington Public Hospital Districts
Application at 15, 17; Holzer Consolidated Health Systems Application at 12; North Carolina Telehealth Network
Application at 13-14; Palmetto State Providers Network Application at 27; Penn State Milton S. Hershey Medical
Center Application at 9-10; Rural Healthcare Consortium ofAlabama Application at 6; Pathways Community
Behavioral Healthcare, Inc. Application at i, 3; West Virginia Telehealth Alliance Application at Appendix 2;
Virginia Acute Strok~ 't~l~Health Project Application at 77; Rural Nebraska Healthcare Network Application at 37;
Southern Ohio He14thcai-'eNetW,ork Application at 25; Texas Heal,thcare Network Application at 12; Iowa Health
System Application 'at 5; Rural Western and Central Maine Broadband Initiative Application at 24; Tennessee
Telehealth Network Applic'~tion at 25; DCH H~alth:' Systern Application at 4; Albemarle Network Telemedicine
Initiative.AI!plica~on .at 2; Kans;as University Medical Center Application at 8, 16; Western New York Rural Area
Health EcJucatiQil,Center Application at I~; Health Information Exchange ofMontana Application at 13; Arkansas
Telehealth NetworkApplication at 56-58; As One-Together for Health Application at 12; Communicaie Application
at 23; Erlanger Health System 4pplication at 12; Greater Minnesota Telehealth Broadband Initiative Application at
2; n~inois Rural HealthNet Consortium Application at 30; Kentucky Behavioral Telehealth Network Application at
18-21; Pennsylvania Mountains Healthcare Alliance Application at 3; Tohono O'odham Nation Department of
Infor.mation Technology Application at Appendix B; Louisiana Department ofHospitals Application at 14;
Northwestern Pennsylvania Telemedicine Initiative Application at II; Puerto Rico Health Department Application
at 13, Appendix F; Sanford Health Collaboration and Communication Channel Application at 4, 10; Utah Telehealth
Network Application at 3, 47.

134 Adirondack-Champlain Telemedicine Information Network Application at 5-9.

135 Alaska Native Tribal Health Consortium Application at 19, 50.

136 Below, we provide selec~ed participants with an illustrative format for identifying all ofthe information that
should be included in their·budgets; ,Se~ infra at Appendix F.

137 20fJ6 Pilot Prog;:a';; Order, 21'FCGRcd at 111i6-17, para. 17.
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assurances that for-profit participants will be,responsible for all of their network costs. 138 For instance,
Northeast HealthNet states that its proposed network does not include for-profit entities and that, if for­
profit entities are added to its network, they would be invoiced separately for each service item and

USAC would receive invoice documentationthat reflects only eligible ruralhealth care providers.139
Similarly, TTN notes that although it will not include for-profit participants in the first two years, for­
profits will later be allowed to join and will be required to pay 100 percent of their actual costs. 140

48. Funding Source. In the 2006 Pilot Program Order, we instructed applicants to identify their
source of financial support and anticipated revenues that will pay for costs not covered by the fund. 141

Generally, selected participants identified their source,or sources of support for costs not covered by the
Pilot Program. 142 For example, University Health Systems ofEastem Carolina states that it, the

138 Arizona Rural Community Health Infonnation Exchange Application at 18; Iowa Rural Health
Telecommunications Program Application at 19; Northeast HealthNet Application at 11; Mountain States Health
Alliance Application at 6; University Health Systems ofEastern Carolina Application at 7; University ofMississippi
Medical Center Application at Attachment to p. 45; Western Carolina University Application at 9; Heartland

. Unified Broadband Network Application a1'20, 34; Juniata Valle,y Network Application at 36; Michigan Public
Health Institute Application at 24; Frontier Access to Healthcare in Rural Montana Application at 1,6; Northeast
Ohio Regional Health Information OrganizationApplication at 7-8; Pacific Broadband Telehealth Demanstration
Project Application at 14; Rural Wisconsin Health Cooperative.Application at 6; Big Bend Regional Healthcare
fnfonnation Organization Application at 4; Geismger Health System Application at 4; Indiana Health Network
Application at 70; Northwest Alabama MentalHealth Center Application at 2; Oregon.Health Network Application
at 92; S1. Joseph's Hospital Application at 4; Health Care Research & Education Network Application at 25; Alaska
Native Trib~ Health ConsortiullJ.,Application'at 13; Bacon County Health Services Application at 2; California
Telehealth Network Application.at 24; MissoUFi .TelehealtlrNetwork Application at 4; New England Telehealth
Consortium Application<at 18; North Cotpltry Telemedicine Project Application at 17; Rocky Mountain HealthNet
Application at 2, 7; Texas Health Infonnation Network Collaborative Application at 26; Wyoming Telehealth
Network Application at 11; Adirondack-Champlain Telemedicine Infonnation Network Application at 9;
Association ofWashington Public Hospital Districts Application at 16; Holzer Consolidated Health Systems
Application at 6; North Catolina Telehealth Network Application aU5; Palmetto State Providers Network
Application at 9, 23~ Penn State:Milton S. Hel'shey Medical Center Application at 10; Rural Healthcare Consortium
ofA:labama\Applicatian at 3; P~thways Community Behavioral Healthcare, Inc. Application at 3; West Virginia
Telehealth ~'1liance Applj'iation,at 8~9; VirginiaAcute Stroke TeleHealth Project Application at 53; Rural Nebraska
Healthcare NetworkA:ppHcatiob~at'317; ,SQuthero Ohio Healthcare Network Application at 23-24; Texas jHealthcare
NetwoFk.Applicatian!aeh~hIow~<Healt4JSy,st~mAp'plication at 6; Rural Westem'andCentral Maine Broadband
Initiative Application at45-46;-Tennessee 'Fel11health.Network Application at 26; Albemarle Netw\)rk Telemedicine
Initiative Application at 2; Arkans~,TelebealthNetwork AppliclJ,tiOltat:54; As'One-Together for HealtH Application
at 13; Communicare Applicatiopat24;,Brlanger Health S¥stem A'Pplication at 5; Greater Minnesota Telehealth
BroadbandInitiative Application;at 2; llljn-ois.Rural HealthNet ConS'omum Application at 30; Tohono O'odham
Nation Department ofInfox:qmtipn Technol9ID1 Application at 18; Louisiana Department ofHospitals Application at
24; Northwestern Pennsylvania,<relemedicine Initiative Application at 4; Puerto Rico Health Department
Application at 13; Sanford'Health Collaboration and CommunicatiQn'CQannel Application at 4; Utah Telehealth
Netwark Application at 50. .' -f " .

139 Northeast HealthNet Application at 11.

140 Tennessee TeleHealth NetwaFk:Appli:cationat26.

141 2006 Pilot Program Order, 41 FCC Rcd at 1.1116-17, para. 17. To preserve the integrity of the PilotProgram,
we will continue to .i~quire'~'e1e9}e~ i'.aFf!qiplU}!,,:te ~indicate npw for-p,rofit particil?ants pay ~eir far~ shaie of

, n.etw~r'k costs~ A:ccordinglr, iS~lfqf.~d,=eu~ipant~~~St s~~~t t~i.s ~~~ation to USAC ,as part of~eir:detailed
lme-lte~ network costs wOFkshe{lt SUb~IlSrmlitd.~~~O!~~~~P~clp'ants Quarterly Data R,eports. See
Appendices 1;>, F; see'also, 'Part Iij~E.3, ~nfrq'(des~om'g ebgt15le funding sources).

, #. '.' ,i" ~f •• ~~.#.' ,

142 Arizon.a Rural ~prtun~i~ J:t.~I\b~~fonna~on,'~~~Alingj:l :Applic,~tion at 14; Iowa Rural Health .1.'
TelecQl11lpunjcatioUl! lh'Qgf;ll111 ~pp:lic.aq9nraH~iJ:lqdJ;ijteast'~~althNet,tApp}ieatiQri at 11 ~ So'L(thwest Alab~.a
Mental Health·Gons9litjumjAppliqa.tion£~tj Se.ctien li}~OJ.'intQfuStates.Health Alliance Application'at 7; University
(continued....) .

23



·Fgderak{Comlp,unications Commission FCC 07-198

participating health care providers, and the l':l0rtb: Carolina Office ofRural Health wiUllrovide funding for
their network costs not supportedby Pilot P,i:(Jgrliill.~fuiias}~~3 .. And, Wyoming Telehealth Network has
received a commitment from the Wyoming Department ofPublic Health and Terrorism Preparedness
Program to fund the Network's costs not covered by the Program. 144 :

i

49. 85 Percent Funding. We also stated in the 2006 Pilot Program Order that no more than 85
percent of their costs incurred by a participant will be funded to deploy a state or regional dedicated
broadband health care network, and to connect that network to NLR, Intemet2, or the public Internet. 145

In general, selected participants demonstrated their commitment to seeking no more than 85 p:ercent of
their network costs from the Pilot Program. 146 Michigan Public Health Institute, for example, ex;plains
(Continued from previous page) -----------
Health Systems ofEastern Carolina Application at 7, Appendixes A, B, C, D; Western Carolina University
Application at 9; Alabama Pediatric Health Access Network Application at 6, 9; Colorado Health Care Connections
Application at 17; Heartland Unified Broadband Network Application at 34, Appendix D; Juniata Valley Network
Application at 55; Michigan Public Health InstituteApplication at 61-62; Frontier Access to Healthcare in Rural
Montana Application at 17, Letters ofConnnitnient; Northeast Ohio Regional Health Information Organization
Application at 7, 52-54; Pacific Broadband Telehealth Demonstration Project Application at 14; Rural Wisconsin
Health Cooperative Application at 6; Southwest Telehealth Access Grid Application at Appendix 5; Big Bend
Regional Healthcare InfQnnation Organization Application at 14-15; Indiana Health Network Application at 68;
Northwest Alabama Mental Health Center Application at 3; Oregon Health Network Application at 86;: St. Joseph's
Hospital Application at 5; Health Care Research & Education Network Application at 25; Alaska Native Tribal
Health Consortium Application at 23; Bacon County Health Services Application at 8; California Telehealth
Network Application at 26; Missouri Telehealth Network Application at 5, 14, Attachment C; New England
Telehealth Consortium Application at 19, Appendix C; North Country Telemedicine Project Application at 13;
Rocky Mountain HealthNet Application at 2, 8; Texas Health Information Network Collaborative Application at 17;
Wyoming Telehealth Network Application at 11; Adirondack-Champlain Telemedicine Infonnation Network
Application at 8; Association ofWashington Public Hospital Districts Application at 15; Holzer Consolidated
Health Systems Application at 7; North Carolina Telehealth Network Application at 15; Palmetto State Providers
Network Application at 8; Penn State Milton S. Hershey Medical Center Application at 10; Rural Healthcare
Consortium ofAlabama Application at 3-4; Pathways CommunityBehavioral Healthcare, Inc. Application at 3;
West Virginia Telehealth Alliance Application at 9; Virginia Acute Stroke TeleHealth Project Application at 1;
Rural Nebraska Healthcare Network Application at 30,37-38; Southern Ohio Healthcare Network Application at 14;
Texas Healthcare Network Application at 17; Iowa Health System Application at 7; Rural Western and Central
Maine Broadband Initiative Application at 13; Tennessee Telehealth Network Application at 8, 25-26; Albemarle
N.etwork Telemedicine .htitiative Application at 14; Kansas University Medical Center Application at 9; Western
New York RuralArea Health Educlltion Center..Application at 22; Arkansas ,Telehealth Network Application at 13­
14; As One~Togethei' for Health.Application atN; Communioare Application at 24; 'Erlanger Health System
Application.at 1; Greater Minnesota Telehealth Broadband Initiative' Application at 2; Pennsylvania MQuntains
Healthcare Alliance Application at 12;.'fohono O'odham Nation Deplll1ment ofInformation Technology
Application at Appendix D; Utah Telehealth Network Application at 49; Sanford Health Collaboration and
Communication Qhannel Application at 4; Puerto Rico Department efHealth Application at 13; Louisiana
Department ofHospitals Application at 10, 14.

143 Uni~ersity Health Systems ofEastern Carol~a Application at 7.

144 Wyoming Teleh~alth Network Application at 11.

145 2006Pilot Program Order, 21 FCC Rcd at 11116-17, para. 14; Pilot Program Reconsideration Ord~r, 22 FCC
, Rcd at 2556, para. 5. ..

146 Atizona,Rqral dowmuhity Ilealth Infonn~tion Exchange Applicatiop at 15; Iowa Rural Health
·T~~~cpnuf1uJi9a4Q~spf.Ogf8ro Application at 15, 12-P; l'forthe~~ IfealthNet Application at 11; Southwest Alabama
Ment8I HeaIth·Co.P~9nil\J'n Application .at Section F; Mountain States"Health Alliance Application at 8-9; University
Health Systems ofE~tern carotiDa AppJication at Appendix C;'Uiuversity ofMississippi Medical Center .
Application;at AttachnJent to p. 45.; Western Catolina University.Applioation at 9; Colorado Health Care .
COmJe.ctioll~·Applicatiom~t n-k~;: Hear.:tlahdVnified Breadb~d NetworkApplication at Appendix D; ~uniata
VallefNetWor~-Appli'caJion af'5·(!k'55;.lyfichigan Public Health l'nstitute Application at 61-62; Frontier Access to

. ijealJhcareih,:R~ah~ontana.Ap'plicatibn at 17; Norl:heast Ohjo :Regional Health Information Organization
'(continued.~ ..) . ..
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that the Michigan Legislature has appropriated funds to cover a portion ofits 15 percent share of costs. 147

California Telehealth Network stated that it will receive its 15 percent share from the California Emerging
Technology Fund, which is operated by the California Public Utility Commission.148 Iowa Health System
states that it plans to fund approximately 39 percent of the total cost of extending its existing fiber
backbone to 78 rural sites. /49

50. Included Facilities. With respect to health care facilities, we directed applicants in the 2006
Pilot Program Order: (1) t<> list/the health care facilities that will be included in their networks; ISO and
(2) to demonstrate that they will connect more than a de minimis number ofrural health care providers in
their networks. lSI All selected participants satisfied this request by providing the names and details of
facilities to be included and by proposing to connect more than a de minimis number ofrural health care
facilities. IS2 Although some proposals include only a few rural he~lth care pJ,'oviders, relative to the total
number of facilities to be included in these ·networks, and recognizing the significant benefits these
networks will confer on their rural populations, we find these small numbers ofrural health care providers
are more than de minimis when viewed in context. For example, Erlanger Health System's proposed
network in Tennessee and Georgia includes five rural health care providers out ofa total of 11

(Continued from previous.page) ,
Application at 7,9-10,52; Pacific Broadband Telehealth Demonstration Project Application at 14; Rural Wisconsin
Health Cooperative Application at 6; Southwest Telehealth Access Grid Application at Appendix 5; Big Bend
Regional Healthcare Information Organization Application at 4; Geisinger Health System Application at 4; Indiana
Health Network Ap'plic~tion at.4:.5; Northwesf'Alabama Mental Health Center Application at 3; Oregon Health
NetWork Applicaticitht 8; ~f. JosePh's Hospital Application at 3; Health Care Research & Education Network
Application at.2-5'; ~.laska Nativ~ Tnbal Health Consortium Application at 23; Bacon County Health Services
Application at 8-10; CalifamiaTelehealth Network Application at 26; Missouri Telehealth Network Application at
15; New England Telehealth Consortium Application at 37; North Country Telemedicine Project Application at 14­
16; Texas Health Informatibn NetworkCdllaborative Application at 17; Wyoming Telehealth Network Application
at 11; Adirondacli-Champlain llelemedicine'Infonnation Network Application at 5; Association ofWas1rlDgton
Public Hospital Districts Application at 15, 17; Nprth Carolina Telehealth Network Application at 15; Palmetto
State Providers Network Application at 26~27; Penn State Milton S. Hershey Medical Center Application at 10,
Appendix C; Rural Healthcare Consortium ofAlabama Applica~on at 3; Pathways Community Behavioral
Healthcare,:mc.'Application at 3; West Virginia Telehealth Alli;mce Appli~ation at 8-9; Virginia Acute Stroke
Teleh.ealth .froject Application ,at 5, 52, '55; RUral Nebraska Healthcare Networ~ Application 'at 37-39; Southern
Ohio Healthcare'Networ~ :Appl~eation at '20~~'Il~~~ Healthcare Net}Yt5rk AppliClition at 17; Iowa Health iSystem
Application,at 7; Rural Westeth,·iU1dlCentraJ.;¥!in~ Application i1t 1'2; Tennes~eejTelehealth Network Application at
26; DOHHealth SY~ifi Application at4; Albenmrle'NefWork 'Peleme;dicine Initiative Application at 2; Western
New York Rural Area Health Erucaticih;Centet,APPlication'at'21; Health Information Exchange ofMontana
Application at 34; Arkan~as Telehealth\.Network Application at 54; As OJie-Together for Health Application at 12;
p:r~~?~ He~lth ISystem A~pli~~~3~ at, !,z;. Gt~ater Minnesota ~eleliealtJi Br~adb~d Irtitiafiye Ap~~ica~on :at ~;
mm?~s Rura! Heal~et C~~~o~~ Apphca~B~ at 30"~1~:~~~c~}3ehaV1oral T.elehealth ~etwork :A~phcation at
18-21.; PennsylvanIa Mountams·lIeaIthcare AllJance·Apphcation at 3; Tohono O'odhamNation Department of
Infol'ltlation!fechnolog)"Applicatidn at:S-9; LouislanaOepartment ofHospitals Application at 14; Northwestern
Pennsylvania Telemedidne,InitlativeJ,Applicatloi{at5; Pfi-erlb, Rico Health Department Application at 12-13;
Sanford Health Collaboration and Communication C1fannel Application at 4; Utah Teleheatth Network Application
at 3,49. "

147 Mi~hig~ Public:Health Insti.!UteApplication at 61.

148 California Telehealth ~etwoilc Application at 26; 108.

149 Iowa Health System Appli~tion at 6.

ISO 10q6 PilbtPrqw:am griJer,2i :fCC Red at 11116-17, para. 17.
151' ,fd; at 11 1'16, para. 16.

152 S~e 'list of,selected participan;tg ~t ARpendix B:
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facilities,ls3 and Puerto Rico Health Dey,artment's proposed network includes six rural health care
providers out ofa total of 52 facilities. I 4 Considering the total number ofhealth care providers to be
included in these proposed networks, we find that the number of rural health care providers is more than
de minimis. ~

51. Prior Experience. To help ensure sufficient skill and competency ofPilot Program
participants, in the 2006 Pilot Program Order we asked whether applicants had previous experience in
developing and managing telemedicine programs, ISS and specifically whether applicants had successful
track records in developing, coordinating, and implementing telehealthltelemedicine programs within
their states or regions. IS6 In;general, selected participants exhibited experience with
.tel~li,ealtlt{telemedicineprograms, and some exhibited significant, impressive experience in this area. IS7

N.ot~bly, University Hea'1thBystems ofEastem Carolina has been recognized as one ofthe nation's "100
Most Wired Healthcare Organizations" five of the previous six years by Hospitals and Health, Networks

IS3 El'1angeldiealth System Application at 8.

IS4 Puerto Rico Health Department Application at 13-20.

ISS 2006 Pilot Program Order, 21 FCC Red at 11116-17, para. 17.

• IS6 Id• at I'll 16, para. 16.

"IS7 .tWzqna:RurQ1;Community H~alt}1. Wo~tion Exchange Application at 19-20; Iowa Rural Health :
Telecommunicaq09s Pro-gram Applicl,llion at~, 11, 26-28; Southwest Alabama Mental Health Consortium
Appliclltion,at Section H; Moulltain St~tes Health Alliance Application at 7; University Health Systems,ofEastern
C~alina Application at 2,5; University ofMississippi Medical Center Application at 8-18; Western Carolina

.' . Univ:er~ity ~ppl~s~pon at 4; Alabama ;P~iatric Health Access Network Application at 6; Colorado Health Care
'" ''E1Conn~ctiq,~sZAp'plication at 20-23; Heartland Uni;fied Broadband Network Application at 9; Juniata ValI,ey Network

.,AIWlipation at ?9.~60~, Michigan';Public Health Institute Application at 69-70; Frontier Access to Healthcare in Rural
'Montaha'ABPlication at 18-19, 22, 26, 29; Northeast Ohio Regional Health Information Organization Application at
16~li7;,.P.ac~fi9 Broadband Teleh'ealth Demonstration Project Application at 19-20; Rural Wisconsin Health
~CoQP~ati¥.etApplig~~on at 8-10; ~outhwest Telehealth Access Grid Application at 27-32; Big Bend Regional
Healthcare.iInf9qnati.on Organization Application at 21-22; Geisinger Health System Application at 8; Indiana

, ,'!iea1t!l.Ne~9rk .t\Rl'llicati()n at 29; Northwest Alabama Mental Health Center Application at 4; Oregon Health
'Netwerk Ap'plicati~m at 95; 81. Joseph's Hospital Application at 6; Health Care Research & Education Network
App'licati~n:,at 25-2~; ,Alaska Native Tribal,Health Consor,tium J\,ppliGation at 5, 8; Bacon County Health Services

, Ap.p.U~iltion'at 5; Californil:!.Tel!fhealth NetwoikApplicatio~ at-48-49; Missouri Telehealth Network Application at
· 3, 6-7;'», 14; New England Telco:health Consortium Applic~tion at 21-23; North Country Telemedicine ~oject

Application at, 26; RockY..Mountain HealthNet Application at 23; Texas Health Information Network Collaborative
{\pplicaiiol1J<iJ,tAl; W:yoJI!ing,Telehealth Network Application at 6, 16-17; Adirondack-Champlain Telemedicine

'Informatiol] .Ne~ork AppIicati:9.h at 15-22; As.sociation ofWashingtqn Public Hospital Districts Application at 23-
• 2~; Ha,lzer ~onsoJi~ted Heal~'!Systc,:ms Appliea,tion at 9-10;-North Carolina Telehealth Network Application at 22;
Pa.Im~tto. S~~,e F.to¥id\'ll's N~tw().{k .Appl~cation.a~ 1<7-18; Penn.s~te Milton S. Hershey Medical Center Application
aU,8-1!?,; West ViIjgini~ Ter~hel!J.th Alliance Application at 34-50 ofStrategic Plan; Virginia Acute Stroke
Telehealth PIoject Appljc,ation at 5; Rural Nebtilska#ealthcare NetWork Application at 41-42; Southern Ohio
,Heal~care Netw:o!.k Application:llt 3, 1~-18;,T~xas Healthqare Netwa1-'k Application at 19; Iowa Health ISystem
Application ,at 9; Rural Western and CeiJ.tral Maine Application at 24-25; Tennessee Telehealth Network
Application at 13-17; DCH Health System Application at 1; Albemarle Network Telemedicine Initiative Application
at 12-13; Kansas University Medical Center Application at 12-13; Western New York Rural Area Health Education
Center Application 'at ~6; Health Infannation Exchange ot¥ontana ~pplicationat 24; Arkansas Telehealth
Network Application at 17-22; Erlanger Health System App1ication at 10-11; Greater Minnesota Telehealth
Broadb@DdIiiitiative'Application at 17-23; Dlinois Rural HealthNet Consortium Application at 19; Kentucky
Behavioral Telehealth Network Application at 11-13; Pennsylvania Mountains Healthcare Alliance Application at
16-17; TohoQo,o''Odham Nation'Department ofInformation Tec~~IQgy Application at 19; Louisiana Department of
Hospjta1s Application at 51:.(}; NQtthwestern Pennsylvania Telemedicine ~itiative Application at 6-7; Puerto Rico

'lj H~lth'Depl#mentApplication1t 9-10; $.anford Health Collaboration and Communication Channel Application at
7; Utah 'Tele'h~alth. NetworkAppHcation at 49,51-52.
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